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The time has now arrived for the 


opening of the special session of the House of Dele- 
gates of the Michigan State Medical Society. 
Chairman of the Credentials Committee, have you 


a report? 


Dr. T. J. Carney (Gratiot-Isabella-Clare): There 
are forty-five members registered at this moment. 

The Speaker: Forty-five accredited delegates 
have registered, constituting a quorum. Mr. Secre- 


_ tary, will you make the roll call? 


The Secretary: Mr. Speaker and Members of 
the House of Delegates: I have signed signatures 
to the roll call of this special session of forty-five 
accredited delegates. I would suggest that some 
delegate make the motion that these signed slips 
constitute the roll call of this House. 

Dr. A. P. Biddle (Wayne): I so move. 

_Dr. C. S. Gorsline (Calhoun): I support the mo- 
tion. 

The Speaker: Is there any discussion? 
in favor say “aye”; those opposed say “no. 
carried. 

Mr. Secretary, will you read the call for the spe- 
cial meeting? 

The Secretary: Mr. Speaker, the call for the spe- 
cial meeting of the House of Delegates is as follows, 
which was sent out on March 9, 1934, complying with 
the provisions of the Constitution and By-Laws: 


Those 
Tt 4s 


” 


To Secretaries of County Societies and Delegates of the 
1933 Annual Meeting. 

Official Call for Special Meeting 
of the House of Delegates 

Gentlemen; Please be advised that there will be a Spe- 
cial Meeting of the House of Delegates of the Michigan 
State Medical Society in the Auditorium of the Hurley Hos- 
pital in Flint on Thursday, April 12, 1934, at 10:00 A. M. 
(Fast time). 

The purpose of the Special Meeting is: ‘‘To receive and 
consider the Report and Studies of the Committee on Med- 
ical Economics and to give instructions to the Committee 
as to its further duties and activity.” 

Delegates elected and appointed to represent County So- 
cieties at the 1933 Annual Meeting in Grand Rapids shall 
constitute the delegates to this special session. In the event 
that the delegate representing a County Society at the 1933 
Annual Meeting is no longer eligible to serve or is unable 
to attend, County Societies shall elect a delegate to serve 
in that capacity. 

County Secretaries will provide delegates with a credential 
certifying that the delegate is duly authorized to represent 
a County Society. Delegates will present their credential 
to the Credential Committee in order to be seated. 

By Direction of the Council 
B. R. Corsus, Chairman 
G. L. Le Fevre, President 
H. A. Luce, Speaker. 
Attest: 
F. C. Warnsuuts, Secretary 
Grand Rapids, Michigan. 


Mr. Speaker, I declare that this notice was sent to 
every county society and the delegates listed as hav- 
ing attended the 1933 annual session. The notice 
was also published in the April issue of the JouRNAL 
OF THE MICHIGAN State MepicaL Soctety of this 
year, and a letter was also sent to the delegates con- 
taining the report of the Committee, again calling 
attention to notice of this special meeting. 

The Speaker: The Constitution having been com- 
plied with, the House is now constituted. 

The Secretary: It is my unfortunate duty and 
with deep regret that I announce to the House that 
three days ago the brother of our President, Dr. 
Le Fevre, died. The funeral is this morning. I was 
talking to Dr. LeFevre last night over long distance. 
He is leaving at eleven o’clock and will be here about 
one o’clock this afternoon. 











Without making this a matter of record when he 
arrives, having just come from the funeral of his 
brother, I think it would be a grateful tribute if 
The Speaker of the House wou!d authorize the ap- 
pointment of a Memorial Committee who, during 
the course of the next few days, will express to 
our President our sympathy over the loss of his 
brother. 


The Speaker: lf there are no objections, the 
Speaker will so act. 


Dr. Reeder! (Introducing Dr. Reeder, Vice 
Speaker of the House of Delegates of the Michigan 
State Medical Society.—Applause. ) 


Vice Speaker Reeder took the chair. . 


SPEAKER’S ADDRESS 


The Speaker: Mr. Vice Speaker and Delegates 
of the Michigan State Medical Society: Eight 
months ago yesterday the House of Delegates made 
medical history. It faced its economic problems 
squarely and directed its Committee on Medical 
Economics toward solutions. As a result, other 
states look hopefully toward Michigan’s leadership 
and statesmanship for guidance. Equally important 
is the evidence that the public looks toward this 
House for the answers to its problems of medical 
care. Ours is no small responsibility. 

When you honored me by your choice to this 
office, I had little idea that within three months 
I would be so intimately associated with your Com- 
mittee on Medical Economics. As a matter of rou- 
tine, I attempted to keep myself informed of the 
Committee’s activities. However, events so shaped 
themselves that for a period of two months it be- 
came necessary for me to devote all of my time to 
assisting the Committee as best I could. 

After the meeting last September, the Committee 
undertook, as its first task, the matter of health 
insurance. Conflicting reports concerning the valid- 
ity of the principle of health insurance gave the com- 
mittee great concern. It seemed that the only safe 
way to proceed was through a field study of health 
insurance in Europe. During these deliberations my 
position in the committee was that of unofficial ob- 
server. 

The matter was finally p-esented to the Executive 
Committee during the latter part of December. The 
Chairman of the Executive Committee concluded 
that the subject was one that concerned not only 
Michigan but all the other states as well. He, there- 
fore, concluded that the best results would be ob- 
tained if the Executive Committee met in Chicago 
with our employees in the national organization. The 
purpose of such a meeting was obvious. Michigan 
sought advice and guidance in the solution of its 
problems. 

To me the results of this meeting with our em- 
ployees were both unsatisfactory and disturbing. 
Those present, in addition to the Executive Com- 
mittee and Dr. Bruce, were Dr. West, Dr. Leland, 
Dr. Woodward and Dr. Carey, Ex-President of the 
A. M. A. 

The Michigan delegation placed its problem be- 
fore these men and asked for specific information. 

The information requested was not forthcoming 
and the general attitude seemed antagonistic. While 
Dr. West kindly explained the workings of the 
A. M. A., the discourse was not on the subject and 
failed to answer our questions. Dr. Leland appeared 
to be guarding 107 pages of manuscript on the sub- 
ject of health insurance, but stated he was not in 
a position to report. Dr. Carey magnanimously 
offered advice that seemed to be a bit gratuitous. 
He said that we should thoroughly thrash out the 
whole subject, that we should not involve ourselves, 
and that Michigan should delay lest it get into 








trouble. In short, the advice was “Do nothing.” 
All this, of course, gave little information and less 
comfort to the Michigan Executive Committee. Dur- 
ing the discussion, Dr. Bruce asked Dr. West certain 
questions concerning the publications of the A. M. 
A., and the answers were anything but satisfactory. 
The representative of the A. M. A. assured the 
Executive Committee of the Michigan State Medical 
Society that they had no objection to Michigan mak- 
ing an independent study of European plans. 

After a discussion of the costs of a European 
study, and upon Dr. Bruce’s assurance that the bud- 
get from the McGregor Fund would absorb such 
costs, the Executive Committee voted unanimously 
to send Dr. Sinai and me to make the investigation. 
Within six days we sailed. 

The report, following our return, was presente 
to the Economics Committee and the Executive 
Committee and the Board of Trustees of the A. M. 
A. It was this report that activated the Economics 
Committee toward an early report to the House of 
Delegates. I feel that the delegates are entitled to 
full information. If it is your wish, the report of 
the European study will be presented following 
the main subject on our agenda for today—the re- 
port of the Committee on Medical Economics. 

The Speaker resumed the chair. 

The Speaker: The report of the Committee on 
Medical Economics, Dr. Marshall. 

Dr. WW. H. Marshall: Mr. Speaker and Gentle- 
men: First of all, may I welcome you to the 
Murlless Brown Auditorium, the home of the 
Genesee County Medical Society, and the staff of 
Hurley Hospital. The idea of this auditorium orig- 
inated with Mr. Brown, who was a workman at the 
Buick Motor Company and who was a member of 
the Hurley Hospital board representing the labor 
group. 

May I pay a tribute to Mr. Brown, a layman, 
who visualized the value of such an auditorium to 
the medical profession. The Genesee County Med- 
ical Society generously furnished the seats and other 
equipment, and meetings are held here practically 
every week. These meetings are, as you know, 
characterized by an open-mindedness and a friendly 
spirit that has made the Genesee County Medical 
Society rather famous, and I trust that same spirit 
will be the dominant note here today. 


REPORT OF THE ECONOMICS COM MITTEE 


The House of Delegates of the Michigan State 
Medical Society at a meeting on July 12, 1933, 
directed its Committee on Medical Economics to 
continue its study, and prepare and present a plan 
or plans for health insurance. At the same time 
the delegates adopted the following policies for the 
guidance of the Committee: 


1. Free choice of physician by the insured. 

2. Limitation of benefits to those of medical serv- 
ice. 

3. The control of medical service benefits by the 
protession. 

4. The exclusion of individuals or organizations 
that might engage in health insurance for profit. 


The Committee has approached its task with the 
above policies clearly in mind. It has examined the 
available evidence concerning the operation, the de- 
fects, and merits of health insurance in other coun- 
tries. As a result the conclusion has been reached 
that no system of health insurance now in existence 
completely conforms to the policies set forth. There- 
fore, the Committee records its opposition to the 
introduction of any of the present systems to thie 
United States. 

At the same time your Committee recognizes thie 
need of a more equitable distribution of the burdens 








of sickness and, through this, a wider distribution 
of the benefits of the medical services. It, there- 
fore, presents a plan which embodies such distribu- 
tion in accordance with the above policies. 


Your Committee feels that as much attention 
should be given to the problem of discarding an 
unworkable plan as to the extension ‘of one that 
proves successful. Since there is little basis in the 
United States or elsewhere for judging the efficacy 
of the plan presented, the Committee recommends 
its adoption as an experimental project, limited to 
one or more areas in the state. As such, defects in 
its practical application may be carefully studied and, 
if possible, corrected. The limitation to one or two 
areas will simplify study and expedite the elimination 
of unworkable aspects. 


Although the “Continuation program” adopted by 
the House of Delegates in September, 1933, gave the 
Committee permission to interview the representa- 
tives of industry and of the recipients of medical 
services, no such advances have, as yet, been made. 
The Committee feels that there must be an agree- 
ment by the House of Delegates and other profes- 
sional groups upon the fundamental features of the 
program. After an agreement is reached the neces- 
sary interviews will be arranged and the results re- 
ported. At the same time, legal advice concerning 
the organization and administration of the plan will 
be sought. 


Since the title “Health Insurance” carries with it 
the implication of conformity to European plans, 
and since the plan presented does not so conform, 
the Committee has selected for it the tithe MuTuar 
HEALTH Service. The plan is a mutual one in the 
sense that three groups are vitally concerned in its 
success and must engage in a joint effort from which 
each will derive proportional benefits. These groups 
are, first, the public, or consumers of medical care; 
second, industry; and third, the professions. 


Finally, the Committee wishes to emphasize that 
the profession must grasp the dragging reins of 
medical economics. As great as is the need for a 
constructive program, it is no greater than the op- 
portunity before the profession to publicly exhibit 
its ability and its willingness to act courageously 
and effectively in meeting social and economic prob- 
lems. To quote Walter Lippmann: “In the midst 
of unparalleled difficulties the American Democracy 
has shown a discipline, a resourcefulness, a fertility 
of invention and a capacity to produce leadership 
and respond to it, which enable us to stand up be- 
fore all the world and avow our confidence in our 
own strength, our own purposes, and our own way 
of life.’ The Committee respectfully submits the 
fundamentals of a plan to “meet our own purposes 
and our own way of life,” a plan that is intended 
to meet American needs and preserve the ideals of 
the American medical professions. 


Signed: 
F. A. Baker, M.D. 
L. G. CuristiAn, M.D. 
B. U. Estaproox, M.D. 
I. W. Greene, M.D. 
StuArRT PRITCHARD, M.D. 
P. A. Ritey, M.D. 
F. C. WarnsuHuts, M.D., Ex-officio Secretary 
W. H. MarsHatt, M.D., Chairman. 


I will now call on Dr. Warnshuis for, first, the 
presentation of the plan and, secondly, a_ supple- 
mentary report. 


The Secretary: 
Delegates : 
report. 


Mr. Speaker and the House of 
This is on Page 5 of the Committee’s 





MUTUAL HEALTH SERVICE 


1. The purpose of MutruaLt HEALTH SERVICE is 
to provide, through the agency of a non-profit organ- 
ization, health services at agreed costs to employed 
persons and the families of employed persons whose 
annual income does not exceed §............ 

| That item, and explanation of that, will be given 
by Dr. Sinai on the matter presented to the House 
of Delegates for your decision and conclusion. ] 

For the purposes of this plan the word “family” 
is defined as including, in addition to the employee, 
any or all of the following unemployed and depen- 
dent members living in the home of the employee: 
wife (husband), sons, daughters. 

With the exception of such limitations as are here- 
inafter provided, the term “health services” shall 
include the services of Doctors of Medicine, Doctors 
of Dentistry, Registered Nurses, Pharmacists, 
laboratories and hospitals as well as drugs and med- 
ical, surgical and optical appliances. 


Comment.—This is in conformity with the policies adopted 
by the House of Delegates dealing with the provision of 
health services through a non-profit agency and the limitation 
of benefits to those of health services. At the end of the 
experiment the professions will be in a strong position to 
determine what changes should be made in the services, in 
the total costs of services per person and in the division of 
income between the professional groups providing the serv- 
ices. 


2. In accordance with the spirit of mutual re- 
sponsibility between those who provide and those 
who benefit by the provision of health services the 
general direction of MutTuaLt HEALTH SeErvICcE shall 
be as follows: 

A. Board of Governors. 

The Board of Governors, the members of which 
peor serve without pay, shall be constituted as fol- 
Ows: 

Three (3) Doctors of Medicine elected by the 
House of Delegates of the Michigan State Medical 
Society to serve for a period of three years, except 
that of the first three elected one shall serve for 
one year, one for two years and one for three years. 
Thereafter one Doctor of Medicine shall be elected 
annually for a period of three years. 

One (1) Doctor of Dental Surgery elected by 
the House of Delegates of the Michigan State Den- 
tal Society to serve for a period of three years. 

One (1) Pharmacist elected by the State Phar- 
macy Association to serve for a period of three 
years. 

One (1) Registered Nurse elected by the State 
Nurses Association to serve for a period of three 
years. 

One (1) Hospital Superintendent elected by the 
the State Hospital Association to serve for a period 
of three years. 

The above members of the Board of Governors 
shall elect for a period of three years two (2) addi- 
tional members to represent the industries cooperat- 
ing in MutuaL HEALTH Service and two (2) addi- 
tional members to represent the recipients of health 
services. 


Comment.—The purpose here is to place control of MutTuaL 
HeaLtH Service in the hands of the professional groups 
with representation of industry and the recipients of serv- 
ices. It is felt that this form of control is in the interests 
of both the public and the professions and will receive hearty 
public support. 


3. Within such limitations as may hereinafter be 
provided, the general powers and duties of the 
Board of Governors shall be as follows: 


a. The supervision of the administration of 
MutuaL HEALTH SERVICE. 


b. The appointment of administrative personnel. 





*The upper income limit was placed at $1500. 





c. The preparation of such rules and regulations 
as may from time to time become necessary to 
maintain or clarify the purposes of MUTUAL 
HEALTH SERVICE. 

d. The preparation of fee schedules for the 
particular health services hereinafter described. 

e. The administration and control of financial 
matters including the collection, expenditure 
and investment of funds. 

f. The appointment of such committees as may 
be necessary to the proper functioning of 
MutTuaAL HEALTH SERVICE. 


Comment.—Emphasis is placed on the need for the con- 
trol of financial matters by a central agency. It cannot be 
emphasized too strongly that such control will prevent detri- 
mental competition with its usual result—a lowering of the 
quality of service. 


4. Local direction in each county or district 
where MutruAL HEALTH SERVICE is maintained shall 
be by the following committees and a_ District 
Mutual Health Committee : 


a. Local Medical Committee. 
b. Local Dental Committee. 

c. Local Nursing Committee. 
d. Local Hospital Committee. 
e. Local Pharmacy Committee. 


5. Each Local Committee shall be composed of 
five members elected or appointed for a period of 
three years by the body represented. In addition to 
such powers and duties as may hereinafter be pro- 
vided the general functions of each Local Committee 
shall be as follows: 


a. Local Medical Committee. 
The preparation of lists of general practi- 
tioners and of specialists for the provision 
of medical services. 

2. The control of the quality of medical serv- 
ice. 

3. The hearing of and action upon complaints 
involving physicians or physicians and pa- 
tients. 

4. The reference, with recommendations, of 
those complaints involving a physician and 
a member of any other professional group 
to the District Mutual Health Committee. 
The transmission of recommendations deal- 
ing with financial matters to the District 
Mutual Health Committee. 

(The powers and duties of other Local Commit- 
tees representing professional groups would be 
comparable to the above.) 


un 


Comment.—Emphasis is placed here on the autonomy of 
local professional groups on all matters, other than financial, 
that: have to do with the provision of services. 


6. The District Mutual Health Committee shall 
be composed of the chairmen of the Local Commit- 
tees, who shall elect one (1) additional member to 
represent the local industries cooperating in MUTUAL 
HEALTH SERVICE and one (1) member to represent 
the local recipients of health services. 

The general powers and duties of the District 
Mutual Health Committee shall be as follows: 

a. The hearing of and action upon complaints 

transmitted by Local Committees. 

b. The transmission, with recommendations, of 

matters involving finances to the Board of 
Governors. 


Comment.—The function of the District Mutual Health 
Committee is largely that of a judicial body. Upon this 
committee will rest the task of adjusting any differences 
between professional groups, industry and the recipients of 
services, 


7. Any party involved in an action taken by a 
Local Committee shal! have the right to appeal to 
the District Mutual Health Committee. 


Any party involved in an action taken by the Dis- 
trict Mutual Health Committee shall have the right 
to appeal to the Board of Governors. 


8. The Board of Governors shall maintain a 
Local Executive Secretary and such other personne! 
as may be necessary in each District where MuTUAL 
HEALTH SERVICE is established. The Local Execu- 
tive Secretary shall serve as executive secretary for 
each Local Committee and the District Mutual 
Health Committee. 


9. The employee shall have the right to choose 
a general practitioner of medicine and a general 
practitioner of dentistry. There shall be no restric- 
tions to such freedom of choice except as follows: 


a. The general practitioner shall reside in the em- 
ployee’s city or within a reasonable distance 
from the employee’s residence. “Reasonable 
distance” shall be determined by the Local 
Committee. 


b. The general practitioner shall hold a license 
to practice his profession in Michigan. 


c. The general practitioner shall have signified 
in writing his intention to provide service in 
accordance with the plan of MutuaL HEALTH 
SERVICE. 


10. The employee shall have the right to change 
his selection of a general practitioner of medicine 
or of dentistry in accordance with either of the 
following procedures: 


a. By filing with the Local Executive Secretary a 
written notice of the intended change 14 days 
before any of the following dates: January 1, 
April 1, July 1, October 1, requesting a change 
on any of the above dates and naming the suc- 
cessor to his general practitioner. 


b. By filing with the Local Executive Secretary 
a written request for an immediate change, 
stating the reason or reasons for the request 
and naming the successor to his general prac- 
titioner. 


11. The general practitioner of medicine or of 
dentistry chosen by the employee shall have the 
right to accept or reject the application for his serv- 
ices. If he accepts he shall have the right to sub- 
sequently withdraw his acceptance in accordance 
with the following procedures: 


a. By filing with the Local Executive Secretary 
a written notice of his withdrawal 14 days be- 
fore any of the following dates: January 1, 
April 1, July 1, October 1. 


b. By filing with the Local Executive Secretary a 
written request for immediate withdrawal stat- 
ing his reason or reasons for such withdrawal. 


Comment.—Paragraphs 9, 10 and 11 are in accord with 
the policy of the House of Delegates regarding ‘“‘free choice.” 
Such choice is equally the right of both the patient and the 
general practitioner. The purpose of the procedure govern- 
ing a change in choice is not to offer any hindrance to the 
change. It is only to make the change an orderly one. At 
no time should the validity of any reason for a change or 
withdrawal be questioned. 


12. The names of persons accepted for services 
by the general practitioners shall be known as the 
general practitioner’s “Family List.” The total num- 
bers of persons on the Family List shall not ex- 
ceed one thousand (1,000) for any one general prac- 
titioner; provided, however, that in those cases 
where a general practitioner has one or more 
salaried assistants licensed to practice in Michigan 
the number of persons on the Family List shall 
not exceed sixteen hundred (1,600). The District 
Mutual Medical Committee shall be empowered to 
increase the limit from 1,600 to 2,000 when, in its 
judgment, such extension or increase is necessary. 





a oa ee a ee ee 2 | 


-—_—-— © TD eR? OF 


oO as 


Comment.—It is recognized that after a period of experi- 
mentation the total number of persons permitted to register 
on any one physician’s list may be changed. Lacking any 
experience, the decision was of necessity an arbitrary one. 
The limit of 1,600 is intended to prevent the employment 
of a number of recent graduates in order to provide service 
to a great number of people. In the final analysis it is the 
District Mutual Health Committee, acquainted with local or 
specific conditions, that has the power to decide upon in- 
creases in Family Lists. 


13. The general practitioner of medicine shall 
provide for the persons on his Family List such 
services as may be reasonably expected according to 
the standard of the community in which he practices 
his profession. These services shall include physical 
examinations, immunity tests, immunizations, pre- 
natal and postnatal care and such services other 
than those designated as specialists’ services; pro- 
vided, however, that the general practitioner may 
include specialists’ services in accordance with the 
regulations adopted by the Local Medical or the 
Local Dental Committees and approved by the Board 
of Governors. 


Comment.—It is the judgment of the Committee that the 
general practitioner should occupy a high position as a family 
guide in medical or dental matters. Upon the general prac- 
titioner, therefore, rests the main burden of responsibility 
for not only the provision of routine preventive and curative 
services but also for guidance in matters requiring special 
care. The placement of the general practitioner in this posi- 
tion will serve to keep him informed concerning the diag- 
nosis, treatment and prognosis of referred cases. 


14. Each person on the Family Lists shall be en- 
titled to the following health service: 


a. Home, office and hospital services of a general 
practitioner of medicine and such services of 
medical specialists, nurses, pharmacists, labora- 
tories and hospitals as may, in the opinion of 
the general practitioner, be necessary; provided, 
however, that certain services shall be limited 
as follows: 


1. Hospital services shall not be provided for 
mental diseases and tuberculosis. 


2. Hospital services shall include a_semi- 
private or ward bed, operating rooms, medi- 
cines, dressings, laboratory and other serv- 
ices that may be provided in the hospital 
for a period of 21 days during any one year. 
For any illness requiring hospitalization for 
more than 21 but less than 90 days, the 
MutuaL HEALTH Service shall pay 75 per 
cent of the per diem hospital charges. 


3. The services of a special nurse shall be 
limited to a period of 30 days during any 
one year. The services of a visiting nurse 
shall be limited to 60 days during any one 
year. 


4. Drugs shall be prescribed by a Doctor of 
Medicine to any member of the Family List 
at a cost of 25 cents for each prescription. 
The difference, if any, between this cost and 
the total cost of the prescription shall be 
paid by Mutruat HEALTH Service. Drugs 
shall be prescribed in accordance with such 
regulations as may be approved by the Local 
Medical and the Local Pharmacy Commit- 
tees. 


5. The care of any illness or accident provided 
for under the Workmen’s Compensation Act 
shall be excluded from Mutua HEALTH 
SERVICE. 


15. The costs of services shall be borne by the 
employee or jointly by the employee and his em- 
ployer. Payments shall be made in advance either 
weekly, monthly, semi-annually or annually at a rate 
or rates established by MutuaL HEALTH SERVICE. 


10. For the period of the experiment the annual 
costs of services per person on the Family Lists 


shall be $27.88. 


17. The annual sum of $27.88 per person on the 
Family List shall be expended as follows 


a. General Practitioner of Medicine................ 
1. Report of Annual Physical Exam... 



































2. Report of Immunization........................-..- 31% 
b. Medical Specialists’ Services 
c. Dental Services 18 % 
d. Nursing Services ........ AL 9 &G 
CG. TRGspital) SER Vices ooo. cnc cscasetescccccaiccicccsasecesscnd 5. 18 % 
f. Drugs, Medical, Surgical, Optical Appli- 
ances sce 7 % 
g. Laboratory Services .... <aco 94800 3.5% 
Cs | co | - RR Neen OS FETAL PR cee mC nEN TR eRe $24.25 
h. Administration, 10% .. 2.42 9 & 
i. Surplus, 5% 1.21 4.5% 
Grand Total. $27.88 100 % 





Comment.—Your Committee wishes to make clear that the 
above cost and expenditure figures are estimates based upon 
expenditures by families. These expenditures were for serv- 
ices actually purchased, not for all the services needed. 
There are no data upon which accurate predications of 
this increased demand may be based. The experience gained 
in Mutuat Heattu Service should provide such data and 
should form the basis for any revisions of costs that may 
be necessary. The above costs under Mutuat HEALTH 
SERVICE will be subject to some revision dependent upon the 
community or communities where the experiment is under- 
-_ and in accordance with the facilities that may be avail- 
able, 


18. For each community or area in which 
MutTuaL HEALTH Service operates, fee schedules 
shall be prepared for the following services shown 
in Paragraph 17: 

Specialists’ services in Medicine and Dentistry. 
Nursing services. 

Hospital services. 

Drugs, Medical and Surgical Appliances. 
Optical services. 

Laboratory services. 


The fee schedules shall be prepared by the Local 
Committees and transmitted through the District 
Committee to the Board of Governors for final 
action. 


19. Any general practitioner of medicine or of 
dentistry whose qualification for the provision of 
any specialist service is approved by the Local Med- 
ical or the Local Dental Committee shall be entitled, 
in addition to the capitation fee, to 75 per cent of 
the specialist’s fee as shown on the fee schedule. 

The Loca! Committee shall have power to grant, 
reject or withdraw approval for specialist service 
or services by the general practitioner. 
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Comment.—The most important question that should be 
asked about any plan for health services is ‘‘What will pre- 
vent either a deterioration or a ‘dead level’ type of service?” 
In the practice of modern medicine one of the vital needs 
is to maintain and nourish the spirit of progress. Hence, 
the emphasis on continued training through postgraduate 
effort. The main factors in a physician’s or dentist’s prog- 
ress in practice are his ability to apply the art and his 
ability to apply the science of practice. It is a tragedy that 
some well versed in the latter attribute are greatly lacking 
in the former. Both qualities are important and both must 
receive recognition. 


The general practitioner who understands the art of prac- 
tice may be expected to draw to himself the upper limit of 
1,000 people. Thus will his art be recognized and his in- 
centive to maintain that art strengthened. To this incentive 
should be added that for the improvement of his science and 
the method devised for this will be discussed in  para- 
graph 22. 


Likewise the general practitioner well versed in science 
must be recognized and provided with an incentive to main- 
tain and improve that science. The only way to permit this 
is through allowing him to provide more science to the lesser 
number of people attracted to him. It need not be said 
that the above statements concerning incentives for con- 
tinued improvement apply with equal force to the many 
general practitioners who ably blend both art and science in 
their practices. 





Briefly, the Committee feels that the general practitioner 
should provide not only routine services but also any spe- 
cial service of which his colleagues judge him capable. In 
this case his colleagues are represented by the Local Com- 
mittee. Thus are long years of effort and experience re- 
warded if they merit reward. Thus, too, is “control of 
service” placed directly in the hands of the profession con- 
cerned. 

Here is also provided the economic 
continued improvement of the quality of general practice. 
This incentive plus the method shown in paragraph 22 for 
giving expression to the desire for postgraduate study should 
result in a quality of service hitherto unequaled. Again the 
Committee wishes to emphasize the axiom that what is good 
for the profession is good for the public. 


20. In the event that the cost for any service is 
proportionately higher than anticipated the total sum 
collected for that service shall be pro-rated among 
the individuals or institutions providing that service. 
In the event that the cost for any service is lower 
than anticipated, the excess shall be added to the 
Surplus or expended according to the judgment of 
the Board of Governors. 


21. Surplus funds shall be maintained in separate 
accounts for each area or community and shall be 
expended or invested by the Board of Governors. 


22. Two per cent (2%) of the sum allotted to the 
general practitioners of medicine and dentistry shall 
be deducted and placed in a “Postgraduate Training 
Fund.” Expenditures from this fund shall be made 
by the Board of Governors with the advice of the 
State Medical and State Dental Societies. 


Comment.—This section provides for the collective pur- 
chase of postgraduate training and insures a constant and 
self-sustaining improvement of the quality of service. In 
general the plan for postgraduate training should provide 
for a stated allotment every two years for each physician 
and dentist. If the allotment is not used it should revert 
to the central fund. During the physician’s or dentist’s ab- 
sence, his practice should be taken over by his colleagues, 
without compensation, on the assumption that he will return 
the favor through accepting the same burden for his col- 
leagues during their absences for postgraduate study. 


The Committee feels that in the foregoing pro- 
gram there is presented a temperate policy for the 
guidance of the medical professions in the United 


States. It is a policy that preserves the essence 
of American practice in giving primary consideration 
to the potential consumers of health services. In 
this consideration those things that the profession 
has long cherished because they have been subjected 
to the retort of experience and have been found 
satisfactory are not only retained but strengthened. 
It is the Committee’s opinion that the program pre- 
sented is the studied and constructive answer of the 
profession to those encroachments upon private 
practice that have their origin in the unequal dis- 
tribution of the services the profession commands. 


If the House of Delegates approves the program 
the Committee recommends that the action be given 
full publicity. Michigan is practically the only in- 
dustrial state that remains comparatively free of 
numerous plans and projects for the provision of 
health services. This freedom can be attributed to 
no other factor than the action of the Michigan 
State Medical Society in undertaking constructive 
studies. It must remain free until the profession 
has had the opportunity to experiment. Nothing 
will insure this freedom as completely as publicity. 


At the same time in many other states the pro- 
fession finds itself in a difficult position. Lacking 
a constructive program it is easy prey for commer- 
cial or political influences. Publicity given to the 
Michigan program may, therefore, exert a far-reach- 
ing effect in providing the profession in other states 
with the methods and materials for combating de- 
structive influences. Against these influences noth- 
ing is more effective than the sure weapon of con- 
structive action. 


incentive for the’ 


If the program presented is acceptable to the 
House of Delegates, the Committee proposes the 
following steps in order to begin the experiment 
as early as possible: 


1. The discussion of the proposals with employers 
and employees. Naturally the communities or 
areas selected for the experiment will depend 
upon the reception given to the plan by these 
groups. 

The presentation of the final detailed plan to the 
House of Delegates. 


The presentation of the plan to the professional 
groups in the area or areas selected for the 
experiment. 

The formation of the local and state committees 
already mentioned. 


The preparation of reports to the House of 
Delegates during the progress of the plan. 


The preparation of a final report, with recom- 
mendations, at the completion of the experi- 
ment. 


There are: certain implications in the plan for 
MutuaL HeattH Service that merit the attention 
of the House of Delegates. These deal with the 
relation of the plan to the care of indigents and to 
public health activities. 

The Committee sees no reason why the plan 
should not be extended to include the care of in- 
digents. It feels that with few exceptions the pro- 
fession’s method of handling this problem has been 
hesitant and generally ineffective as a result of the 
lack of a definite program. It is not necessary to 
defend the assumption that while a person may be 
designated as “unemployed and indigent” his health 
needs differ little from those of his more fortunate 
neighbor. 


It is generally accepted that the responsibility for 
the health needs of indigent persons rests upon the 
community. Nor is the responsibility lessened be- 
cause it has been shifted to the profession in cer- 
tain communities. Therefore, the Committee recom- 
mends that the Local Committees engage in a joint 
effort to extend Mutuat Heattu Service to in- 
digents. The method of extension is for the com- 
munity to enter into a contractual arrangement with 
MutuaL HEALTH Service. Such an arrangement 
will permit the unemployed and indigent person the 
same relationship to his general practitioner as he 
enjoys while employed. 

The effect of Muruat HEALTH SERVICE upon pub- 
lic health activities is fairly obvious. In brief, it 
means an expansion of the services of preventive 
medicine and dentistry by private practitioners and 
a concentration of public health work upon educa- 
tional activities. The Committee feels that such 
concentration will be heartily approved by the public 
health agencies concerned. 

Thought should also be given by the Delegates to 
the probable development of a movement in the 
United States toward some form of compulsion with 
respect to the purchase or distribution of health 
services. There is little doubt that the movement 
has gained momentum and that the coming legis!a- 
tive sessions in many states will see bills presented 
for compulsory health insurance. 

If the experiment with MutuaL HEALTH SerVICE 
is successful the profession will be in an exceed- 
ingly strong position to direct public opinion and 
thereby contro! legislative action in the interests of 
public welfare. It is obvious that the advantage of 
controlling medical legislation will lie with the first 
constructive program presented. If, in addition to 
being first, the program has a record of successful 
demonstration, the advantage will become great 
enough to direct legislative action. Only in this 
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combat commercialism and the profit-motive in the 
distribution of health services. 


SUPPLEMENTAL REPORT OF THE COMMITTEE 


As a supplement to its formal report your Com- 
mittee presents certain additional items for con- 
sideration and action by the House of Delegates. 

The first item deals with the matter of the upper 
limit of income and upon this question Dr. Sinai 
will present some data for the information of the 
delegates. 

The second question deals with the association of 
official public health work with MuruaLt HEALTH 
Service. It will be noted that public health is not 
represented on any of the Committees controlling 
MutuaL HeattH Service. After some discussion 
of this aspect of Medical Care your Committee con- 
cluded that, if the general plan is approved, the 
House of Delegates should decide the following pro- 
posal : 

That, in order to complete and unify all the health 
services.in Michigan, the State Health Commissioner 
should be made a member of the Board of Gover- 
nors and either the local or county health officer a 
member of the District Mutual Health Committee. 

The third item deals with your Committee’s sug- 
gestion for publicizing the program for MUTUAL 
HEALTH SERVICE. 

In addition to its specific studies in Michigan your 
Committee has collected information on recent de- 
velopments in medical care in other parts of the 
United States. Because of its knowledge of these 
developments, your Committee has suggested that if 
MutuaL HEALTH SERVICE is approved by the House 
of Delegates, the plan be given as wide publicity 
as possible. 

The purpose of this publicity is two-fold: first, 
to refute the widespread charge that the profession 
is unwilling to apply the experimental method to any 
solution of its economic problems, and, second, to 
offer to the profession and the public a constructive 
program as a weapon against such harmful trends 
as are already developed or are in the process of 
development. Your Committee feels that MuTUAL 
HEALTH SeErVICE, if adopted by the House of Dele- 
gates, is the unanswerable reply of the profession to 
the charge that it has failed to give studied consid- 
eration to the economic problems of medical care. 
It also feels that this “declaration of principles” is 
a standard around which both the public and the 
professions may rally in mutual protection and with 
mutua! confidence. 

A brief description of certain of the developments 
in the country will serve to substantiate the Com- 
mittee’s opinion that a constructive program is, at 
this time, a pressing need. 

Many county societies have undertaken projects 
in health insurance with little study and with almost 
no central or state authority. The county societies 
cannot be criticized too greatly for this action. It 
has come in response to the profession’s and the 
public’s demand “to do something,” and in most 
cases the state societies, being without any program, 
have been willing to permit the county societies to 
bear the brunt of any ill-advised action. This situa- 
tion is particularly acute in the western states. 

Your Committee feels that the major danger of 
this lack of state society direction lies in its tendency 
to develop commercial competition between groups 
of physicians and between other professional groups, 
as well. The results of such commercial competi- 
tion have been evident for many years in the app‘i- 
cation of Workmen’s Compensation in certain states. 
It was for this reason that your Committee stressed 
the comprehensive program with a centralized and 
professional financial control. 

In this same connection, your Committee has 
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noted the development of hospital insurance in over 
twenty states. There is nothing particularly wrong 
in the principle of hospital insurance. However, in 
the absence of a more comprehensive program your 
Committee feels that hospital insurance can expand 
in only one direction and that is to include other 
services. The demand for expansion has already 
arisen from the insured public. This means that, as 
additions to services occur, such additions become 
not a part of a generalized system but a part of 
hospital insurance and controlled by the agencies 
of hospital insurance. 


Another significant development in this country is 
reported in the New York Times of March 16. The 
story dealt with the annual meeting of the advisory 
council of the Milbank Memorial Fund. At this 
meeting a plan for state controlled compulsory 
health insurance was presented and discussed. Those 
present included Mayor LaGuardia and Harry L. 
Hopkins, Federal Relief Administrator. To quote 
from the Times: 


“The plan,” Dr. Miller said, “provides for local differ- 
ences of ability to pay and for the availability of medical 
facilities by dividing the services into two classes. The first 
includes those which should be mandatory for the entire 
state. It would include home and office care by physicians, 
prescribed drugs and medicines, hospital care where the in- 
stitutions are available, and maternity benefits for women 
who remain under continuous prenatal supervision. 


“The second class includes those which are permissive 
and which may be established in local areas, with the ap- 
proval of the proper authority, when the extension is de- 
sired by the local area, when the costs can be financed, and 
when the competent personnel and facilities are available. 
This would include specialist services, dentistry, the clinic 
and the laboratory, home nursing, etc.” 

* * * 


“You aren’t going to get health insurance,’ Mr. Hopkins 
said, “if you expect people to do it voluntarily.’ I am con- 
vinced that by one bold stroke we could carry the Ameri- 
can people along not only for health insurance but also for 
unemployment insurance. I think it could be done in the 
next eighteen months.”’ 


Whatever may come as a result of the above 
advocacy, your Committee views MutTuaLt HEALTH 
SERVICE as the organization with which state or other 
authorities must deal. The historv of compulsory 
health insurance is a history of disastrous results 
to the professions because of a lack of unity. It is 
a history of an organized group dealing with dis- 
organized professional units or with individuals. 


A third development in the United States is the 
drive toward unemployment insurance. Among 
medical leaders there is a too general apathy to- 
ward this movement. If unemployment insurance 
becomes both widespread and inclusive, your Com- 
mittee feels that thought must be given by the pro- 
fessions to two items: first, the setting aside of a 
percentage of unemployment insurance funds to pro- 
vide medical care for the unemployed, and, second, 
the question of unemployment by reason of physical 
disability. 

Out of the second item it is not improbable that 
methods may be developed for the care of physically 
unemployable people so that they may again become 
employable. The history of Workmen’s Compensa- 
tion shows that the profession gave little or no 
thought to its medical aspects. In this connection 
the following quotation from the report of the Com- 
mittee on Legislation and Public Policies in THE 
JourNAL of the Michigan State Medical Society for 
March, 1912, will be of interest: 


“True, we have had two sessions called by the Governor 
to consider special and specific subjects; yet at these ses- 
sions nothing of a medical or public health nature was con- 
sidered. Nothing at these sessions could be legally or con- 
stitutionally considered other than those recommended from 
time to time by special message from the Governor to the 
Legislature. Therefore, if any amendments to our medical 
laws zre to be made they must be made during the next 
regular session of the Legislature which will convene Jan- 
uary, 1913.” 








It was at one of the special sessions where “noth- 
ing of a medical or public health nature was con- 
sidered” that Michigan adopted the law for Work- 
men’s Compensation. Your Committee presents this 
item for whatever may be its value in focusing atten- 
tion upon unemployment insurance. 


As reported to the House of Delegates at its last 
meeting, the California legislature has appointed a 
commission to study health insurance and report in 
January, 1935. No further information concerning 
the activities of the commission is available. The 
whole subject, however, is on the program of the 
Western Hospital Association meeting in Sacra- 
mento, California, this week, and also at a meet- 
ing to be held before the Commonwealth Club in 
San Francisco on Friday. 


Recently the Committee on Medical Economics of 
the Colorado State Medical Society published a re- 
port advocating the application of the principle of 
health insurance. To quote from this report: 


“The point at issue is not the insurance principle but 
how to use it. 

“We are not unmindful’of the opposition of the A. M. A. 
to the general plan of insurance medicine, especially as 
operated by European governments or by corporations for 
profit; nor unmindful of the deteriorations accompanying 
contract practice regardless of how disguised. The plan 
referred to is not in the opposed classes because it does 
not restrict opportunity to practice, nor free choice of phy- 
sician, is on a non-profit basis and under the control and 
management of the profession. This places the responsibility 
where it belongs. All of us have looked to the A. M. A. for 
help. Thus far we have been disappointed.” 


An interesting booklet has been received recently 
by your Committee. It contains the platform and 
principles of the Medical League for Socialized 
Medicine, an organization with headquarters in 
Brooklyn and with a membership of over 500 phy- 
sicians. This organization is unequivocally com- 
mitted to the principle of salaried physicians pro- 
viding service under the state. 

These are a few of the evidences of the turmoil 
in medical economics. It is for its quieting and 
beneficial influence that your Committee has recom- 
mended that the plan of Muruat HEALTH SERVICE 
be widely publicized. 

Finally your Committee wishes to report progress 
on two other studies that will be completed by July 
1. The first study is concerned with the question 
of postgraduate education; the second, with the De- 
troit Participation Plan. Most of the data for both 
studies have been collected and a good part of the 
analysis has been completed. Your Committee feels 
that both studies will throw much light on subjects 
of vital importance to the profession and the public. 


Respectfully submitted, 


FrepericK A. BaAKeEr, M.D. 
L. G. CuristrAn, M.D. 

B. U. Estasroox, M.D. 

I. W. Greene, M.D. 
Stuart PritcHArD, M.D. 

P. A. Ritey, M.D. 

W. H. Marswatt, M.D., 


Chairman. 
F. C. Warnsuuts, M.D., 
Secretary. 





The Speaker: At this point, the Chair will re- 
quest the Chairman of the Credentials Committee 
to make a supplemental report. 

Dr. T. J. Carney: Mr. Chairman, 
members present at this meeting. 

The Speaker: The Chair will approve the signed 
slips as constituting an addition to the roll call. 

At this time Dr. Reeder has an announcement to 
make. 

Dr. Frank Reeder made an announcement con- 
cerning luncheon arrangements. 


there are 71 








The Secretary: May I at this time take occasion 
to present the Secretary of the Michigan State 
Dental Society, Dr. Davis, and the President of the 
State Dental Society, Dr. Prince. 


The Speaker: Dr. Sinai, will you continue the 
presentation of the problem? 


Dr. N. Sinai: Mr. Speaker and Members of the 
House of Delegates: The Committee has assigned 
to me the presentation of certain data which may 
assist the House of Delegates in determining what 
should be and what may be, in the event the plan 
is approved, the upper limit of income for the group 
provided with service under the program. 

Up until a year ago it would have been impossible 
to present any data upon which the House of Dele- 
gates could have based judgment. Up until a year 
ago it would have been merely an opinion as to 
what should be the upper limit of the income group. 
But about a year ago there were published the results 
of a study made among approximately 10,000 
families in the United States. Those results were 
not secured through going to a family and asking 
certain questions concerning the medical services re- 
ceived during the past year. It was a study that 
was projective, and the families were visited at in- 
tervals of two months throughout a period of a year, 
and a very careful record was kept of all the serv- 
ices secured or received by each family. 


In addition to that, wherever we received informa- 
tion showing that the family had called the physician 
or had received services from a physician, in every 
instance where it was possible we checked up with 
the physician in order to be sure that the family was 
not giving us information that was wrong concern- 
ing costs, concerning illnesses, and so on. 


This study was the first one made in the United 
States, and I have a very great confidence in the 
figures and the results not only because the study 
itself was very carefully planned but also because 
a control study, undertaken by the Metropolitan Life 
Insurance Company and for which the report has 
been published within the last month, bears out our 
figures in an unbelievable manner. Our percentages 
and the Metropolitan’s percentages; our total costs 
and breakdown of the costs are unbelievably close 
together, so that if there is anything at all to the 
experimental method and the control method we are 
quite positive that the figures presented are correct. 

The study was made at, a time when we had a 
much better economic period than the one today. 
The study began in February of 1928 and continued 
in about 100 places in the United States through 
May of 1931, so that we had the good years of 
1928, what was good in 1929 and 1930, and a few 
months in 1931. In other words, we had the peak 
period, and then we had a period when the curve 
was on a downward line. 

After May, 1931, and in 1932 and 1933, no one can 
say what the public has purchased in the way of 
medical care or what the public has received in the 
way of medical care. The evidence, of course, is 
that the slope has gone downward, but no one is 
going to make even an estimate as to how low the 


actual expenditures have gone. 


I have prepared a series of charts which bring 
out fairly definitely the type of information that is 
presented. 


[Dr. Sinai presented a series of charts showing that 
if the average expenditure of $8.50 for physicians’ 
services under MutuAL HEALTH SERVICE were ap- 
plied to the population with incomes under $2,000 
the following increases in physicians’ incomes would 
result : 


Cities over 100,000.... 
Cities 5,000 to 100,000 
Cities under 5,000. 





17 per cent 
44 per cent 
52 per cent 











The Speaker: One of the outstanding features of 
Michigan’s program of the Medical Economics Com- 
mittee has been its factual basis. Nothing has dem- 
onstrated this any better than that which you have 
just heard. Without such evidence we could dis- 
cuss this question of income all day, and at the 
end our conclusions would be the result of our re- 
actions and not our knowledge. Reactions are diffi- 
cult to support either privately or publicly. 

My first opinion on reading over the plan (and 
I confess it was based upon no specific knowledge) 
was that MutruaL HEALTH Service should provide 
services for those of the very low income group. I 
felt that if the upper income limit was placed as 
high as $2,000 the doctor’s income would be reduced. 


This is in the nature of confession, but I tried to 


view the problem as practically as possible. 

I have been especially interested in this chart 
arrangement. It is as new to me as it is to you. 
I had a further advantage in viewing this problem 
from knowledge that I acquired away, from my ex- 
periences in other countries, and I had seriously 
begun to fear the commercial company in furnish- 
ing the service to this moderate income group. When 
I find that 35 per cent of our families are in the 
income group between $1,200 and $2,000, that group 
would make a juicy morsel for any insurance com- 
pany. It is the commercial agency that we must 
keep out of this picture. Fortunately, the facts show 
that this is not only possible, but that the doctor’s 
income can be increased thereby. 

At early meetings of the Medical Economics Com- 
mittee and the Executive Committee, we were great- 
ly helped in advice and guidance and judgment by 
Dr. Bruce. I personally invited Dr. Bruce to be 


present today. He was unable to, but he sent me 
the following letter which I will take the opportunity 
of presenting to the House of Delegates: 


April 11, 1934 
Dr. H. A. Luce 
1551 Woodward Avenue 
Detroit, Michigan 
My dear Luce: 

I regret exceedingly I shall be unable to be with you at 
Flint on Thursday. Please accept my thanks for your kind 
invitation, and also convey my thanks and best wishes to 
Dr. Le Fevre. 

I have gone over carefully the report of the Committee 
and the plan. After our trip to Chicago it was apparent 
that the American Medical Association officials whom we 
saw were unsympathetic to study and experimentation by 
any State organization and, further, that if they had such 
information as the Michigan group sought, for some un- 
known reason, they were reluctant to give it to us. 

Thus it became apparent that if we were to acquire the 
information, it would be necessary to go to Europe to ob- 
tain it. While I think we should try to protect the Ameri- 
can Medical Association as far as possible, after all your 
duty is to Michigan, and the Michigan delegates are en- 
titled to the evidence you accumulated. 


[In this he refers to the report that’was submitted 
to the Economics Committee and to the Executive 
Committee of the Michigan State Medical Society 
by myself and Dr. Sinai soon after our return. It 
is the report to which I referred when I said earlier 
in the day that we would be glad to read that report 
to you at any time you may wish it.] 


I like the plan. It is moderate in tone and possesses a 
satisfactory tie-up with industry so necessary to the exclusion 
of expensive commercial insurance experiments, as well as 
the universally objectionable governmental control under 
which all European nations have suffered for years. 

The idea of the Committee to experiment in but one or 
two counties, and at the county’s own request, provides an 
effective safeguard, insuring the elimination of possible er- 
rors and permitting the evaluation of other details which a 
practical demonstration alone makes possible. 

I share your regret that you had to use so much of 
your funds to disprove American Medical Association prop- 
aganda. This regrettable expense will probably leave you 
short of funds for the demonstration of the plan. I do not 
know whether Mr. McGregor will feel like making a further 
contribution, but would have no hesitancy in asking him. 
Michigan’s outstanding contribution to medical economics 
and in postgraduate education are attracting such widespread 


attention that if the delegates decide to accept the Commit- 
tee’s recommendation, and Mr. McGregor is unable to give 
further help, I know at least of one other source from 
which you may confidentially look for financial assistance. 


Cordially yours, 
James D. Bruce. 


In order to properly conduct our organization, at 
my request certain resolutions were prepared. It 
would be a difficult matter to prepare those resolu- 
tions today. Those resolutions were prepared at my 
request in ordér that the subject matter might be 
brought properly before the House. 

Dr. A. P. Biddle (Wayne): Members of the 
House of Delegates: As you probably heard, in the 
beginning I felt very inimical to health insurance 
for the reason I felt it would limit the dignity of the 
profession, and also be inimical to its interests. 

I find, after giving the matter careful study and‘ 
after what we have heard today, that the time has 
come when we must recognize a condition and not 
a theory. I feel the time has come for action. No 
matter what action you take, we must give this mat- 
ter consideration. It has gained such force through- 
out the United States that some action is going to 
be taken by everyone, and it is well for us to recog- 
nize that and take such steps as to protect not only 
the patient but the profession. 


RESOLUTION OF APPROVAL 


_ Therefore, Mr. Speaker, I would offer this resolu- 
tion simply as a starting point of discussion for what 
may follow. 

Wuereas, the House of Delegates of the Mich- 
igan State Medical Society, at its meeting on July 
12, 1933, directed the Committee on Medical Eco- 
nomics to prepare and present for consideration of 
the House a plan or plans for health insurance; and 

WHEREAS, the House of Delegates adopted the 
following policies for the guidance of its Committee 
on Medical Economics: 

a. Free choice of a physician by the insured. 

b. Limitation of benefits to those of medical 

service. 

c. The control of medical service benefits by the 

profession. 

d. The exclusion of individuals or organizations 

4 that might engage in health insurance for profit. 
an 


Wuereas, the plan for Mutuat HEALTH SERVICE 
presented by the Committee on Medical Economics 
is in accord with the above policies; therefore, be it 

REsoLvED, that the House of Delegates of the 
Michigan State Medical Society approves the gen- 
eral principles of the plan for Mutruat HEALTH 
SERVICE, and directs the Committee on Medical Eco- 
nomics to undertake the following efforts: 


a. The discussion of the plan with employers and 
employes. 

b. The determination of the legal status of the 
MutuaL HEaAttH Service, and the necessary 
legal action for the organization of MuTUAL 
HEALTH SERVICE. 

Preparation of the final detail plan of the 

MutTuaL HEALTH SERVICE and its presentation 

to the House of Delegates for final action; 
and be it further 

RESOLVED, that the plan for Muruat HEALTH 

SERVICE shall not be inaugurated in any county without 
the approval of the county and state medical society. 

The Speaker: Do I hear support? 

Dr. John A. Weesinger (Washtenaw): I arise in 

support of the resolution as offered by Dr. Biddle. 

Dr. A. V. Wenger (Kent): I support Dr. Biddle’s 

resolution. 

Dr. L. G. Christian (Ingham): I arise to support 

this resolution with a word that this is the doctor’s 











We 
laboratory animals, the guinea pigs, rabbits or dogs, 
so we should choose some county in our state as the 


way of doing things. never hesitate to use 


laboratory animal for this plan. In six months or 
a year all of the bugs will appear in our plan. If 
it is unworkable, we will have the finest evidence 
that has ever been presented in this world to the 
sociologist, and to the medical profession that health 
insurance is not a workable thing. If it is workable, 
our puny efforts to stop it will not stop it. 


I was interested a little while ago in reading 
Morris Fishbein’s comment on the platform of the 
socialist party of 1912. There were twenty-three 
planks in that socialistic, radical platform, and 
twenty-one of those planks had been adopted and 
enacted into laws. 

If it is progress, we 
we will find out. 

Dr. F. T. Andrews (Kalamazoo): I wish to com- 
mend the Committee on this wonderful report which 
they have presented at this time. It is with a great 
deal of pleasure that I second the motion as pre- 
sented by Dr. Biddle of Wayne. 


can’t stop it; if it is wrong, 


Dr. B. R. Corbus (Grand Rapids): It just occurs to me, 
Mr. Speaker, that there might be some danger in a county 
taking up this work in a district which would not perhaps 
serve the purpose of the Medical Economics Committee be- 
cause of conditions which exist. Would the House of Dele- 
gates feel it might be wise to put in that resolution this 
qualification, that no county shall institute this plan without 
the consent of the State Society? 


The Speaker: Dr. Corbus, if you will permit me to read 
a part of the last resolution in which it states: ‘‘And be it 
further resolved that the plan for Mutuat HEaLttH SERVICE 
shall not be inaugurated,’ do I understand you to say that 
must have the approval of the State Society? 


Dr. Corbus: Yes. My thought was that it-ought to work 
both ways, that the County Society should not act inde- 
pendently of the State Society, and should not put into oper- 
ation this plan or any plan without the consent of the State 
Society, feeling that the Economics Committee and the State 
Society might feel it was not wise for this particular county 
to undertake the pioneer work. 


Dr. C. S. Gorsline (Calhoun): Having been 
interested 1n this economic survey in times past, and still 
interested as much as ever, the thought occurs to me that 
instead of using one guinea pig it might be well to use 
about three, with this in view: that no one county, for 
instance, would give us the proper facts and experience from 
which conclusions could be drawn for the whole state. It 
is my thought that possibly the Committee should be given 
power to select three representative regions, not necessarily 
three but that 1s the number that occurs to me: Perhaps 
one embodying a place like Detroit, which is highly devel- 
oped in certain lines; another one, a typical rural com- 
munity; and possibly a third of an intermediate status. 

I arise to second the motion in regard to the resolution 
the doctor offered, and to offer this as a suggestion that 
might be contemplated in this resolution. 


Dr. W. C. Ellet (Berrien): May I ask the Speaker if 
he will once more read the three or four principal points of 
that resolution, without the preamble, so that we may under- 
stand it completely. 

The Speaker: We have a Secretary for that purpose. 

The Secretary re-read the resolution. 

Dr. A. P. Biddle (Wayne): If it is proper, I would like 
to put in that Dr. Corbus’ suggestion. 

The Secretary: That is included in the plan because it 
gives control to the Board of Censors. 

The Speaker: Is that satisfactory, Dr. Corbus? 

Dr. B. R. Corbus: I recognized that when I spoke. I 
felt that since things are not briefed in this resolution it 
“= be well to place that in. 

A. P. Biddle (Wayne): I wish to include that in the 
res i ly and my. seconder approves. 

The Secretary: “W ithout the approval of said county and 
State Medical Society.” 

Dr. Corbus? 


Dr. Biddle: Is that all right, 

Dr. Corbus: Yes. 

Dr. T. F. Heavenrich (St. Clair): 
of the County Medical Society and the State Medical So- 
ciety,” does that mean the State Medical Society in annual 
session or does it mean the Council or the Executive Com- 
mittee of the Council, or the House of Delegates? 

The Speaker: The Speaker would interpret that as the 
House of Delegates, if the House of Delegates were con- 
veniently in session or about to be in session. The State 


Constitution provides that the Executive Committee of the 
State Council, in the interim, assumes the duties of the 


somewhat 


“Without the approval 


House of Delegates, and in emergencies. 
The Council does? 


Dr. Heavenrich: 


The Speaker: The Council does. 

Dr. Heavenrich: Would it be the Council or the Execu- 
tive Committee of the Council? 

The Speaker: The Chair will interpret that as the Council, 
because they can be polled by mail. If there is no objec- 
tion to that interpretation, it will be so ordered. 

Dr. W. C. Ellet (Berrien): Under Resolution c, do I 
understand that can be presented at this meeting of the 
House of Delegates, or must that be taken up at the next 
regular annual meeting of the House of Delegates? 

The Speaker: ‘Preparation of the final detail plan of the 
Moutvuat HeEattu SERVICE and its presentation to the House 
of Delegates for final action.” 

I would think this would answer your question, Dr. Ellet, 
that some time it is going to be necessary for the Economics 
Committee to prepare this material. If the State Society Ex- 
ecutive Committee decided the situation demands another 
special meeting of the House of Delegates it will be called. 
If not, that matter could wait until the September meeting. 
Does that answer your question? 

Dr. Ellet: Thank you, sir. 


Dr. B. L. Connelly (Wayne): We are setting up an ex- 
periment, and I think anybody who understands experimen- 
tation must realize you have to have a control. We are 
just setting up one side of this experiment. A _ certain 
amount of experimental work has been done before, but not 
at the same time that the rest of this experiment is go- 
ing on. 

If this plan is set up in various counties, it is my sug- 
gestion that an adjacent or similar county be used as the 
control for this experiment, and the same study be made of 
the practice of medicine as it is carried on in this county 
under the present system. Therefore, you have a perfectly 
controlled experiment. 


Dr. E. D. Spalding (Wayne): If this is open for discus- 
sion, I would like to raise a question on Page 14 of the 
report, at the top of the page. It says: ‘‘These expendi- 
tures’? (according to the chart here) ‘“‘were for services ac- 
tually purchased, not for all the services needed. There are 
no data upon which accurate predications of this increased 
demand may be based.” 

If a man under economic stress and strain purchases a 
certain amount of services, that is one thing; but if his 
employer has subsidized his medical service there is no 
telling how often the physician will be called. 

I see nothing on these charts to indicate the amount of 
service that will be demanded under the set-up as proposed. 

I also would call attention to one other thing on Page 19 
of this report, where it says: ‘‘Such an arrangement”’ (re- 
ferring now to the MutuaL HEALTH SeERvICE being applied 
to indigents) ‘‘will permit the unemployed and indigent per- 
son the same relationship to his general practitioner as he 
enjoys while employed.” 

This is, in my estimation, simply an encouragement to 
indigency. If a man can get all the benefits of life without 
working, I think he would be a damned fool to work. 

Dr. C. S. Ratigan (Wayne): I think Dr. Spalding is 
absolutely right in this thing, and I think the present con- 
ditions are bearing that out very well. The fact that a man 
on the welfare can get more than he can working at the 
Ford Motor, or any other industrial concern in Greater De- 
troit, in the ordinary lower brackets encourages indigency. 

Another thing is that we are putting the cart before the 
horse here. We are starting out on the premise that the 
employer and the industrialist are going to take this over 
and accept it. We have no data whatsoever that he will. 
I spoke to one of the biggest industrialists in that district 
before leaving, and he said the industrialists are not going 
to permit things of this type to be choked down. With this 
question of strikes and everything else that is being put on 
to them, they are certainly in no mood at the present time 
for something like this. I think the Committee, before they 
go any further, should contact them. 


Dr. D. P. Foster (Wayne): As I have read this report 
I have read nothing in it which gives any intimation at all, 
to my mind, as to who is really going to pay for this 
insurance. If the Committee Chairman has any ideas in 
the matter which should be known, I would very much like 
to hear them at this time. 


The Speaker: Dr. Sinai, will you kindly answer these 
three questions while they are fresh in our minds? 


Dr. Sinai: Mr. Speaker and Members of the 
of the House: In connection with the first question 
presented by Dr. Spalding as to what amount of 
service will be demanded, there are no data avail- 
able in the United States or anywhere else in the 
world that I know of which will answer that ques- 
tion. That is one of the pertinent questions which 
we hope will be answered if the experiment is un- 
dertaken anywhere. It is a question that has been 
asked all over the United States, and some have 
suggested that we go to Europe and look at the 
figures in Europe for the determination of how much 
service will be demanded, and that is a fallacy be- 
cause it isn’t available in Europe. The information 











there is all mixed up with the cash benefits, which 
makes it impossible to determine why a man goes 
to a physician; whether he goes there in order to 
“go sick” and secure cash benefits, or whether he goes 
there for medical service. That same thing applies 
even in those systems in Europe that state they will 
provide all service, and certainly it applies to the 
English system. 


Relative to the question of the indigent and in- 
digency, we have now a vicious problem in the medi- 
cal care of the indigent. Some method must be de- 
vised whereby a professional group, merely because 
of its previous willingness to bear the complete bur- 
den, may be somewhat relieved of that burden, and 
it is for that reason that your Committee stressed 
the matter of unemployment insurance. 

If unemployment insurance reserves are set aside, 
it seems that the right and proper thing is to ear- 
mark a certain percentage of those reserves, either 
paid for by industry or paid for through wage de- 
ductions, whichever system may be the one adopted 
by the Congress or by legislatures, for medical care 
so that for the same period the individual is cared 
for through unemployment insurance he will also 
have purchased the commodity of medical care. All 
of the other money in unemployment insurance is 
intended to provide that individual or his family 
with commodities, and medical care is one of the 
commodities. It is an unpredictable commodity and 
there has been no attempt at all, either in Europe 
or in the considerations in this country, to earmark 
a certain amount of funds for medical care. 


When it comes to the care of the indigent and the 
reference in the report to the relationship between 
the indigent person and his family physician being 
exactly the same, I want to say it is not intended, 
on the part of the Committee, that it should be 
exactly the same in that all of the services bought 
and paid for in the MutuaL HEALTH Service would 
be provided without any cost at all to the individual. 
You will find that certain services must be re- 
stricted: A certain percentage of hospitalization, a 
certain percentage of other types of service, in the 
opinion of the family physician of the indigent as 
to what is necessary, the minimum, for that indigent 
family. 

It seems to me this is the beginning of the first 
bite into the problem of indigent medical service, 
and that if the community is going to assume the 
third party relationship and is going to assume the 
place where industry is placed in the MutuaL HEALTH 
SERVICE, then the same system exactly must obtain, 
must follow. 


That brings up the question as to where will in- 
dustry stand in this matter? Nobody knows, but I 
would like to bring to your mind the fact that cer- 
tain industries are pointing the way to the new re- 
lationship between industry and the worker. The 
Wrigley Chewing Gum Company recently announced 
a plan for unemployment insurance. It wasn’t legal- 
ly called for, either. Wisconsin has already passed a 
bill and it is in process now of being applied. The 
Wrigley Company also provides hospital insurance for 
employes. The industrialists to whom I have talked 
feel they would much prefer not to handle such ain 
item as medical service, but they would prefer to 
purchase that on a flat rate and have the misery 
of control and the difficulty of administration fall 
into the hands of those who are better qualified for 
administration. 

I agree with the speaker who said that industry 
is not going to accept this without some cry, but I 
point also to a historical fact, that back in 1908 and 
in 1912 industry did not accept Workmen’s Com- 
pensation and neither did the medical profession, but 
Workinen’s Compensation is to be found in forty- 
two states. 


If this is right, as has been brought out, nothing 
can stop it; if it is wrong, it will stop itself. What 
will be the statement of industry, no one knows. 
What will be the statement when the Committee dis- 
cusses the matter with certain industrialists and cer- 
tain labor groups, no one can say. But the Committee 
certainly does not feel that it should go and talk 
with industry or talk to labor or talk with the public 
until the House of Delegates has considered the 
program and has considered its principles and has 
approved such conversation. 

In an experiment, the reason for the experiment 
is that we don’t know things, and I think in what 
I have said I have demonstrated that we don’t know 
plenty. At the end of six months or a year, if you 
accept the plan and direct the Committee to pro- 
ceed, the hope is that you will know, and _ that 
through your knowledge American medicine and the 
American public also will know and be directed. 


Dr. S. W. Insley (Wayne): Possibly Dr. Ratigan spoke 
to a different type of employer than the one with which I 
have been in contact in the last few weeks. I would like 
to bring out some points here which might be of interest. 
I am going to try to stay away from opinions as far as 
humanly possibly. I think some of the points may be of 
interest to the men here today who are considering this plan. 


Our Committee sets up a figure of approximately $27.88 
as the estimated yearly cost per capita for medical ex- 
penses. They have been informed that these are for actual 
expenditures found in a research and not for what might 
be actually required under ideal conditions. This suggests 
that a still higher figure might be later found necessary. 


Our Committee suggests that employe, or employe plus 
employer, shall pay this amount in certain advanced install- 
ments. I have been informed that a very large employer 
in this district does not look upon such a plan with favor. 
The employers’ ideas have a very respectable foundation, 
and I might add that they have plans of their own to meet 
such a situation and cope with it and, incidentally, save 
themselves a tremendous sum of money. : 


Employes have been questioned in regard to this plan. 
They were not selected and they were not indigents. An 
ordinary wage earner with three or four children was in 
no instance willing to pay from $139 to $167 per year, as 
according to this plan. Their language, after an explana- 
tion of the idea, was often of a most picturesque type. They 
absolutely could not see the idea of paying in from $12 to 
$14 a month, sick or well, for the indefinite years to come. 


That little summary of mine might be misconstrued, but 
it might be well to remember that in the past years, through 
the boom and everything, health insurance voluntarily bought 
was never carried by a very large number of people, less 
than 2 per cent. 


Suppose the average American-bred, respectable wage 
earner did not like this Mutuat Hrattu Service. And, 
next, suppose employers were not so favorable to the 
scheme. I do not for one moment expect a proponent of 
this plan to be unaware of these possibilities. They have 
been mentioned today and they must have an alternative. 
Is this alternative a form of state medicine, the cost to be 
borne by taxation? 


The appalling consequences of these pians and of their 
own figures should cause us the deepest concern. We shall 
either be taxed into submission with the stagnation of every 
American principle, or be forced into a communistic regimen- 
tation of every necessity of life. 


I shall quote their own figures. The majority of the re- 
port of the Committee on the study of Medical Costs esti- 
mates the costs of medical service, drugs, hospitalization, 
and so on, at about $30 per year for every man, woman, 
child and baby in this country. That is spread out over 
the entire United States, and they are proud of that figure. 
Multiply this figure by 125,000,000, our present population. 
The sum reaches an astonishing total of $3,750,000,000 per 
year. Thinking of that amount in the sense of taxation, 
it is greater than the total United States income taxes for 
the year of 1929. What a peculiar figure to be dealt with 
over and above our present crushing federal debt! 


Suppose we apply this type of medical service to the 
state. Our -worthy medical research for Michigan here has 
estimated the per capita health cost for Michigan as $27.88 
per year. Our state government, with all its waste and in- 
efficiency, has been able to climb to a per capita rate of 
only $23 per year. Can you visualize an attempt to more 
than double this present tax figure to the public in their 
present mood? 


Let us localize this plan to Detroit. Can you, in all 
sobriety, imagine an increase of from $30,000,000 to $35,- 
000,000 per year to the present tax budget of Detroit? I 
might ask some of the gentlemen of Grand Rapids, Flint, 
Saginaw, Bay City, and some of the counties further north, 
to localize this plan to their particular communities, and 








then estimate what it would mean in your present tax bud- 
gets and tax assessments. 

There has been mention of the extension of this plan 
to the indigent. You can pass that off. There is a little 
bit of opinion mixed up in there. Aside from not men- 
tioning the indigent and the men in the higher income 
brackets, if seems to me that under the present set-up of 
these new era plans the average wage earner has been get- 
ting the short end of the stick through this whole depres- 
sion. Including these present days and including this pres- 
ent set-up, he has, in this plan, for example, the double dis- 
tinction of a doubtful service plus the privilege of paying 
the freight. I have an opinion, but I think at the present 
time I will leave that opinion absolutely alone. 

I simply took this occasion to prepare some of these fig- 
ures and offer them to you for your consideration. 

Dr. W. C. Ellet (Berrien): May the House have the rea- 
son for the A. M. A.’s adverse opinion to this plan? 

The Speaker: Dr. Ellet, the Chair will have to rule that 
that part of the matter can be dispensed with until we have 
disposed of the resolution. Then we will get it. 

Dr. F. W. Garber, Sr. (Muskegon): I am wondering if 
it might not help us somewhat to clarify this statement in 
which it is mentioned that the total amount owing to the 
physician is something like $5.80. I don’t quite understand 
that. I am only asking a question for clarification. Does it 
mean that in a family group of five the head of the family 
has to pay $27.88 per annum for each member, or does he 
pay only that portion which comes under the head, for 
instance, of physician’s rate, and how is that arrived at? 
What I mean is this: How much is the ordinary prac- 
titioner, who has, say, a thousand persons under his care, 
going to get out of that for himself each year on that as- 
sumption? 

Dr. D. P. Foster (Wayne): Might I rise for a point of 
order and ask that my question, which you asked to be 
clarified but which was not touched upon at all, be discussed 
at this time? What is this Committee going to go to the 
employer and ask him for? 

The Speaker: That will be discussed. 

Dr. L. O. Geib: 1 would like to ask for more informa- 
tion. I think you referred to an address or a report on 
your trip to Europe and your conclusions. I think that 
report should be presented at this time so we can get a 
clear view of the situation. 

The Speaker: If it is the desire of the House that the 
European report be presented at this time, that will be com- 
plied with . 

Dr. C. F. Moll (Genesee): I move that this report be 
now submitted to this House.of Delegates. 

The motion was regularly supported. 

The Speaker: Is there any discussion? Those in favor 
say ‘faye’; those opposed say ‘“‘no.” It is carried. 

The Secretary will read the report entitled, ‘Luce-Sinai 
Report to the Executive Committee of the Michigan State 
Medical Society.”” I would beg permission to interrupt the 
Secretary at a point to add some information which was not 
available at the time this report was written. 


LUCE-SINAI REPORT 


The Secretary: This report was presented to the 
Executive Committee of the Council of the Michigan 
State Medical Society on the twenty-second day of 
February, 1934, and by action of the Council was 
transmitted to the Chairman of the Board of 
Trustees of the American Medical Association on 
February 23 by registered mail, for which I hold a 
receipt as having been received on February 24. 


HEALTH INSURANCE IN FOREIGN COUNTRIES 


Your commission presents the results of its study 
as a collection of factual evidence. The study was 
undertaken through a joint grant of funds from the 
Michigan State Medical Society and the American 
College of Dentists. The latter organization financed 
a study in 1931 and desired to codperate in bringing 
its material up to date. Actually, the need for study 
grew out of conflicting viewpoints and information. 

When the Michigan State Medical Society ap- 
proved the preparation of a plan for health insur- 
ance, the action implied that the Society was not 
antagonistic to health insurance, per se, and was 
preparing to consider it providing a plan could be 
developed in conformity with its adopted policies. 
There is a sufficiency of editorial evidence that the 
public welcomed this demonstration of medical lead- 
ership. 

Shortly after the State Society’s action certain 
articles, prepared or sponsored by national officials 


and dealing with the subject of health insurance, 
began to appear. The direct or implied criticisms in 
these articles and the direct or implied conclusions 
flowing therefrom could mean only one thing: the 
program of the Michigan State Medical Society was 
ill-conceived and dangerous. 

Three courses of action were open to the leader- 
ship of the State Medical Society. The first (and 
easiest) would have been to stop all work in con- 
nection with the program, thereby impugning the 
judgment and negating the work of the Committee 
on Medical Economics. The second course would 
have been that of continuing the program in the 
face of all criticism. If this were done the leader- 
ship in Michigan would have become suspect to both 
the practicing physicians in the state and the pro- 
fession in other states. 

The third and most logical course was followed, 
that of a study. It must be plainly understood that 
the study, made in the short period ‘of. six weeks, 
was not intended as a minute inquiry into the whole 
structure and functioning of health insurance. Briefly, 
its purposes were as follows: 


1. To determine the success or failure of health 
insurance in meeting the medico-economic prob- 
lems of the public and the professions. 

2. To secure evidence upon which the Michigan 
State Medical Society and the American Col- 
lege of Dentists ‘might base a definite policy 
concerning health insurance. 

The commission was not unacquainted with the 
history and the operation of health insurance in 
England, where, because of the circumstances neces- 
sitating the study, the major part of the survey was 
made. The present findings deal with the English 
system. A later report will concern itself with cer- 
tain phases of health insurance in other countries. 

During the study three questions arising out of 
the direct or implied conclusions from publications 
in the United States were kept in mind constantly : 


1. Is the operation of health insurance unsatis- 
factory to either or both the profession and the 
public? 

2. Has health insurance exerted a deteriorating 
effect upon the quality of medical service? 

3. Is health insurance constituting a grave finan- 
cial drain upon England and is the system 
itself in danger of financial collapse? 

Relating to these three questions the commission 
collected official reports and other data. Particular 
emphasis was placed upon interviews with officials 
of the professions, practicing physicians, government 
officials, and laymen. In order to prevent any charge 
of misinterpretation, the rough notes of all impor- 
tant interviews were copied in triplicate and two 
copies mailed to the individual interviewed. An ac- 
companying letter requested the return of one copy 
of the notes with any comments, changes, or addi- 
tions thought necessary. The returned copies, there- 
fore, amount to signed statements. 

From the English viewpoint, as well as the Amer- 
ican, the major defects in the English system are 
fairly obvious. One is that the statutes provide only 
for the home and office medical service of the gen- 
eral practitioner to the insured patient. The other 
is the association, with the medical service benefit, 
of sickness cash benefit for 26 weeks, of disability 
cash benefit for periods subsequent to 26 weeks, of 
maternity cash benefit, and of other cash benefits 
from an insurance society’s surplus. 

Out of the second major defect arises most of the 
controversy in England because upon the general 
practitioner is placed the burden of certifying that 
the insured patient is entitled to cash benefits. Hence, 
the controversy dealing with “over-certification” by 
physicians and with increasing sickness rates. It was 
in full recognition of this attempt to mix the in- 





compatible elements of medical service and cash that 
the Michigan House of Delegates adopted its policy 
limiting the proposed plan to service benefits. 

The attitude of the British Medical Association 
toward the principle of health insurance is shown 
by the following “fundamental principles” contained 
in the organization’s “Proposals for a General Medi- 
cal Service for the Nation” adopted in 1930: 

1. That a satisfactory system of medical service 
must be directed to the prevention of disease no less 
than to the relief of individual sufferers. 

2. That the medical service of the community must 
be based on the provision for every individual of a 
general practitioner or family doctor. 

3. That a, consultant service and all necessary 
specialist and auxiliary forms of diagnosis and treat- 
ment should be available for the individual patient, 
normally through the agency of the family doctor. 

4. That the interposition of any third party be- 
tween the doctor and the patient, so far as actual 
medical attendance is concerned, shall be limited as 
possible. 

5. That as regards the control of the purely pro- 
fessional side of the service, the guaranteeing of the 
quality of the service, and the discipline of the doc- 
tors taking part in it, as much responsibility as pos- 
sible should be placed on the organized medical pro- 
fession. 

6. That in any arrangements made for communal 
or subsidized or insurance medical service the or- 
ganized medical profession should be freely con- 
sulted from the outset on all professional matters by 
those responsible for the financial and administra- 
tive control of that service. 

7. That medical benefits of the present National 
Health Insurance Acts should be extended so as to 
include the dependents of all persons insured there- 
under and entitled to medical benefit. 

8. That every effort should be made to provide 
medical and nursing service facilities in institutions 
(Home Hospitals) where the family doctor may 
treat those of his own patients who need such pro- 
vision and who can thus remain under his care. 


It has been said many times that the British Medi- 
cal Association unwillingly adopted these proposals 
purely as a defense measure. A more recent action 
by the British Medical Association throws some light 
on this contention. If the above principles were only 
defensive the Association would have been content 
if they remained “paper principles.” 

In April, 1933, the Association published a mem- 
orandum dealing with “Public Medical Service.” The 
memorandum was an activation of Principle VII. 
Public Medical Service is a plan of voluntary insur- 
ance for the dependents of those insured under Na- 
tional Health Insurance. The plan provides only for 
medical service and is being developed in a number 
of places in England under the control of the medi- 
cal profession. 


At this point some of the statements of Dr. A. H. 
Cox, recently retired secretary of the British Medical 
Association, Dr. G. C. Anderson, the present secre- 
tary, and Sir Henry Brackenbury become apropos. 
These statements refer to the satisfaction or dissatis- 
faction of the profession with health insurance. They 
are presented from the approved notes without com- 
ment. 


Dr. Cox held office at the time England adopted 
health insurance in 1911 and his memory of the 
trying events of that period is especially vivid. Now, 
over twenty years later, his opinions, which follow, 
are the mature ones of experience coupled with per- 
spective. 

With reference to the policy of the medical 
profession towards health insurance, it was 
emphasized that the profession should be first 
in the field with plans and program. It was 
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further emphasized that there is grave danger 
in waiting for action to be taken by the public 
or the politicians. “If the doctors don’t know 
what is necessary in medical care, who does?” 
“We were not prepared for a health insurance 
in England.” 


If the profession had been first in the field 
with a plan, there would have been saved 
much bitter feeling within the profession as 
well as loss of public prestige. Up to the last 
minute the profession reiterated its stand 
against any participation in a scheme of 
health insurance. At a meeting in November, 
1911, the feeling against health insurance ran 
high. In general, it may be said that the lead- 
ership in this course was taken by men not in 
practice among the general population. As evi- 
dence of the feelings within the rank and file, 
Dr. Cox had, at the November meeting, letters 
and telegrams from members of the profes- 
sion, stating that the health insurance scheme 
appeared to be good, and evidencing a willing- 
ness to give it a trial. This evidence was not 
presented at the meeting, the information be- 
ing withheld on motion by a gynecologist who 
was, however, supported by a large majority 
of men who were in general practice, but who 
at the time were in a state of great emotional 
excitement. Within a little more than a 
month, the action taken at the November 
meeting against participation in health insur- 
ance was rescinded. As a result of the con- 
flict within the profession, years were required 
to close the gaps between different groups. 

In spite of the statement of Lloyd George, 
that he had consulted everyone prior to the 
introduction of his Insurance Bill, he had not 
consulted the profession until directly ap- 
proached, and at a comparatively late stage. 
As a result of this approach, the Bill was rad- 
ically altered. If the profession had adopted 
a policy, the conflict could have been prevent- 
ed, or at any rate its violence mitigated. 


The struggle that took place before the Bill 
was adopted almost split the British Medical 
Association. One group within the organiza- 
tion included the antipanel men. Some of the 
panel physicians, feeling that they were not 
regarded highly by the British Medical Asso- 
ciation, tried to from their own organizations. 
This was forestalled by the British Medical 
Association calling a meeting of the insur- 
ance physicians, forming a committee which 
should directly represent their interests. 

During the fight, membership in the British 
Mediéal Association increased greatly. Fol- 
lowing the adoption of the insurance, there 
occurred an abrupt decrease. At present the 
membership is larger than ever, but it took 
some years to get over the prejudice. 

As a result of its experience, the British 
Medical Association has learned to handle and 
direct the thinking of the public and the poli- 
tician. There is no longer such a tendency to 
“demand” but rather to persuade. 

Dr. Cox re-emphasized the need for per- 
mitting the voice of the man who is in prac- 
tice to be heard and heeded. He acknowl- 
edges with gratitude the help that the general 
practitioners have always had from some of 
the consultants, but when it comes to setting 
the terms on which the general practitioners 
are to be employed, the opinion of outsiders 
should not have too much weight. 

Only by education will it be possible to 
make the physician see that a block of pa- 
tients, paying so much per year, will pay more 
than a few who become sick and call for his 





services. A usual tendency at the beginning 
was for the physician to look upon the patient 
who was sick as receiving services to the value 
of one or two pounds ($5 or $10), for 8/ 
($2), counting only the persons he saw and 
not those who never came but were paying all 
the time. 

The profession must say to the public and 
the politicians, “If you give | us responsibility, 
we will provide good service.” This places on 
the profession a heavy burden of responsibil- 
ity, that of seeing that the service is good. 
In the beginning, such a policy engenders a 
good deal of friction, but for all that the 
policy must be strictly adhered to. A short- 
sighted doctor is apt to think his association 
must stick up for him whether he is right or 
wrong. An organized profession can only 
obtain a large amount of responsibility for the 
quality of the service if it puts the interest 
of the public first. 


Dr. Anderson, the successor to Dr. Cox, approved 
the following notes: 


The British Medical Association has adopted 
a policy of free choice of physician for the 
people receiving medical service under the 
Poor Laws. It has been difficult to make 
progress in this direction, because the laws 
provide for “poor physicians.” In the few 
places where free choice has been granted, 
it is only because its adoption coincides with 
the retirement of the “poor physician.” 

Dr. Anderson discussed the Public Medical 
Service, a voluntary medically controlled or- 
ganization. If and when a more comprehen- 
sive medical service program is adopted by 
the Government, the medical profession, 
through its experience with a broader pro- 
gram, will be in a very strong position to ad- 
vise the authorities. 

Payment for hospital staffs is increasing 
outside of London. The Merseyside contribu- 
tory hospital scheme in Liverpool sets aside 
10 per cent of the money collected by the hos- 
pital for the attending staff. 

Not one in a hundred physicians would leave 
panel practice. In England it preserves the 
major element of private practice. There are 
some die-hards who are opposed, but they 
failed to carry their opinion by a large major- 
ity in 1924, 

The main criticism of health insurance 
comes from those with little or no experience 


find any medical practitioner in England who is held 
in higher esteem by the profession. 


In discussing the article appearing in the 
Bulletin of the American Medical Association 
(December), Sir Henry said that the article 
missed entirely the setting of the meeting. He 
was speaking primarily to laymen and wished 
to bring to their attention certain defects in 
the system of health insurance. The main 
purpose of the talk was to point out the need 
for the separation of cash and service benefits. 
The medical profession emphatically favors 
medical advice and treatment through insur- 
ance. 


The doling out of cash raises many new 
questions. As far as doctors are concerned, 
their only interest in cash benefits is that of 
citizens. Professionally, they are neither com- 
petent nor have they any desire to present a 
program for “unemployment insurance.” 

On the question of certification, Sir Henry 
stated that, in his opinion, the controversy 
arises through the doctor’s misinterpretation 
of his position in the scheme. Too often a 
certificate is issued on a basis of the ques- 
tion, “Would a rest do the patient good?” and 
not, “Is the patient entitled to cash benefits 
under the insurance rules?” 

In its comprehensive program, the British 
Medical Association proposes: first, to extend 
medical service to the dependents of the in- 
sured (this may be taken as evidence of pro- 
fessional approval of the system) ; second, the 
inclusion of consultive and other services. 

The British Medical Association wants the 
right of free choice to be extended to people 
who are provided with service under the Poor 
Laws. This refers to the patients who have 
been taken out of the insurance system and 
must depend upon local assistance for medical 
care. The British Medical Association is 
hopeful that eventually the Poor Law authori- 
ties may act im loco parentis and pay an 
amount equivalent to the insurance premium 
to the insurance organization. Meanwhile, it 
is emphasizing free choice. 

If health insurance were to start anew. the 
Approved (Insurance) Society should have 
no place in the system. 

Any statement that Sir Henry is opposed to 
health insurance for the provision of medical 
attendance and treatment is “directly contrary 
to the truth.” 


in its operation or practice. 

Health insurance has stabilized the practice 
of the general practitioner; as the system now 
operates, the Ministry of Health makes no 
changes in medical service without consulting 
the British Medical Association. The same 
holds true for other Government departments 
dealing with medical subjects. 


Further light on this subject is contained in the 
interviews with Dr. Burgess and Dr. McGowan of 
Manchester. Both are medical practitioners with 
experience before and after the adoption of health 
insurance, and Dr. McGowan has been Secretary of 
the Manchester Panel Physicians’ Committee for 
fifteen years. 

In support of the last note Dr. Paterson of the so se ce a ee ee 
Ministry of Health made the statement that: be discontinued, the vote would be unanimous 
“The Ministry of Health consults the British to retain the system. It is the desire and the 

Medical Association before taking any action purpose of the profession to extend its scope. 

relative to medica! service. Although the (Dr. McGowan) From the -standpoint of 

Ministry has the right to act without such con- morale, I wish health insurance had never 

sultation, its policy is to consult. been established, although the physician would 

Sir Henry Brackenbury, who provided information not have come through as well financially. 
on the same general subject, has a background of Relative to the “morale” of the profession, 
many years in general practice in addition to service Dr. McGowan felt that a plan such as that 
as Chairman of the Council of the British Medical of the Public Medical Service would have been 
Association. He received the Knighthood following better. 
the presentation of the case of the British Medical The body of the profession has been keener 
Association before the Royal Commission in 1926. on commercial things, especially with refer- 
As a result of his presentation the capitation fee to ence to the sale of practices. 
the physician was increased. It would be difficult to For fifteen or sixteen years the system in 





Manchester provided for payment to the phy- 
sician according to the services rendered. Dr. 
McGowan preferred this system because it was - 
nearer to actual private practice. The reason 
for changing the system arose from the fact 
that certain men in the profession took advan- 
tage of it. 

Among the younger men in practice the only ap- 
parent dissatisfaction is with the limitation of the 
service under health insurance. The conclusion of 
your commission is that from the professional 
standpoint there is little dissatisfaction in England 
with the fundamental purpose and the general op- 
eration of the medical services provided for the 
insured group. 


But what of the patient and the important ques- 
tion dealing with the quality of service? If general 
comparisons are ever odious they are particularly 
so with respect to the quality of medical service 
provided in one area as against another or in one 
country as against another. Quality of service is 
a compound arising from a mixture of many ele- 
ments: the training of physicians, the adequacy of 
facilities, customs, public education and a multitude 
of other factors. 


In England, as well as in the United States, one 
may secure evidence to support any opinion con- 
cerning either good or bad practice. Arguments 
based upon comparisons between England and the 
United States could go on endlessly. Therefore, 
your commission limited itself to the question: 
Since health insurance was adopted, has medical 
service improved or deteriorated in England? This 
limitation served to reduce the variable features of 
practice. Without such limitation, any statement 
would be meaningless. 


Again your commission presents the English opin- 
ion in the following notes: 


(Dr. Anderson) Relative to the quality of 
service, Dr. Anderson stated that in his opin- 
ion it is infinitely better now. In determin- 
ing quality, the vision is often colored by cer- 
tain situations in London. In other parts of 
England, Scotland and Wales, and indeed in 
most parts of London, the standard of service 
is high. 

In 1911 the public was provided with inade- 
quate medical service. While the service is 
better today, it is still inadequate. The answer 
appears to be the more comprehensive scheme 
of the British Medical Society. 

In London there is undecubtedly an abuse 
of service in hospitals through the tendency 
of some physicians, to refer too many of the 
cases and the tendency of the Boards of Man- 
agement to encourage attendances in order to 
give opportunity for popular appeals for 
funds. 

The panel doctor provides treatment for his 
patient suffering from industrial or other work 
accidents. For specialist care, patients are re- 
ferred. 


(Dr. Cox) In the beginning of Health In- 
surance the public was strongly suspicious be- 
cause the system was new and people were 
fearful that unless they paid on the “per call” 
basis, the physician would have little interest. 
In order to overcome this, the British Medical 
Society adopted a policy of education. Most 
of the emphasis was placed upon the improve- 
ment of the medical service, to the end that 
the insurance service would become one in 
which the profession could take pride. 

Prior to Health Insurance, there were many 
six-penny and shilling practices, in which the 
physician gave the cheapest kind of service. 
In addition, there were the Friendly Society 


Clubs, in many of which the service was of 
low quality and very badly paid. 

Gradually, through the educational program 
of the British Medical Society, and the gradual 
pressure of the Panel Committees, the man 
who is providing poor service is being elim- 
inated, or at any rate controlled. 

Dr. Cox gave it as his opinion that the man 
who is now serving his (Dr. Cox’s) patients 
in an industrial community, is giving these 
patients better service than they received be- 
fore, because it is possible for him to pro- 
vide many things without cost to himself (the 
doctor), and without undue burden to the pa- 
tient, and the patient has no excuse for not 
seeking advice. 

Onc of the functions of the Insurance Com- 
mittee is to see that better accommodations 
for the care of the patient are provided by 
the doctor. There is little doubt that there 
may be found that type of practice where the 
service is decidedly impersonal and routine. 
This type of practice is being eliminated. In 
industrial areas the general level of quality 
has been raised. 

One of the important features of insurance 
is the permission granted the insured to 
change doctors when dissatisfied. In the old 
days of club practice, no such change was 
permitted. The only way a doctor could lose 
his club patient was through the loss of the 
whole club, and if the patient was dissatisfied, 
he could only get another doctor by paying for 
him outside of the club. 

The question of the tendency of the panel 
doctor to refer patients to Voluntary Hospitals 
was discussed. Dr. Cox stated that undoubt- 
edly this tendency exists and that there is now 
a move to make the hospitals serve as diag- 
nostic aids to the general practitioner, and to 
receive patients on a letter from the doctor. 
Some hospitals decline to receive insured 
persons as out-patients unless they have a 
letter—except casualties and emergencies. 

(Sir Henry Brackenbury) The comment 
concerning quality of service was that there 
is no use comparing the worst type of insur- 
ance practice with the best type in private 
practice, or in out-patient hospital practice. 
If averages are compared, it is Sir Henry’s 
opinion that the general level of insurance 
practice would be fully as high as that of 
private practice. 

It was stated that insurance practice has 
two restraints: one, loss of patients; and two, 
the control developed by the insurance system. 
In private practice, the only restraint is the 
loss of patients. 

It was pointed out that while the profession 
is not inclined to be less scientific under an 
insurance system, the chances of commercial- 
ization are rather more easy. By “commer- 
cialization” is meant the transfer en bloc of 
patients from one physician to another who 
purchases his practice. This makes it easier 
to buy and sell practices, since it is estimated 
that not more than 2.5 per cent up to 5 per 
cent of the patients on a list will make a 
transter when a surgery is taken over by 
new physician. 

Public health has improved because now 
men of first class character find it economical- 
ly possible to practice in poor areas. Prev- 
iously, in these areas, patients had no services 
or visited chemists or out-patient departments. 

(Dr. Paterson) Dr. Paterson is satisfied 
that the standard of treatment is immensely 
better for the insured group than it was be- 
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The treatment is better 


fore panel practice. 
in many cases because the physician may order 
items which could not be afforded by the 


patient. There is no limitation upon drugs, 
providing there is reason in the order. In 
England, the average cost of drugs amounts 
to 2/10d (70c). In Scotland it is only 1/11d 
(47c). The reason for the difference is large- 
ly traditional. In Scotland, medical practice 
has always been divorced from dispensing. In 
England the patient always has come away 
with a bottle. 

(Dr. McGowan) He feels that there has 
been no effect on the standard of treatment 
under health insurance. The patients are 
generally satisfied as shown by the fact that, 
though Manchester has 380,000 insured people, 
the insurance committee has received only 105 
complaints in 21 years. 

In addition to members of the profession 
in official positions and in practice your com- 
mission questioned many laymen. These in- 
cluded people in the insured group, the phy- 
sician’s patients, as well as representatives of 
the press. The interviews supported the pro- 
fessional opinions and professional criticisms 
that have been presented. 

Associated with the subject of quality is 
that of postgraduate training for the phy- 
sician. Here again comparisons are difficult, 
but certain statements are presented as of in- 
terest. It is your commission’s opinion that 
there is as little justification for stating that 
the lack of postgraduate training is the result 
of health insurance as for stating that it per- 
sists in spite of health insurance. 

(Dr. McGowan) Relative to postgraduate 
training, there is an increasing desire for this 
type of work on the part of the younger men. 
The desire is not so manifest among senior 
practitioners. 

(Dr. Cox) Undoubtedly postgraduate re- 
quirements will eventually develop in England. 
At present the only development for post- 
graduate training has been through a small 
fund set aside for the training of rural panel 
physicians. With the development of the new 
postgraduate school in London, it is expected 
that impetus will be given to the continued 
training of the physicians. At present the 
building for the postgraduate school is com- 
pleted and a superintendent has been ap- 
pointed, but not yet a staff. 


The question concerning the financial structure of 
health insurance, like the question of quality and 
satisfaction, must be viewed from the standpoint of 
cash and service benefits. Any concern felt over 


the finances of health insurance originates from the 


increase of cash benefit claims and not from the 
costs of medical service. The costs of such service 
have been reduced 10 per cent for the past year 
through a joint agreement with the physicians. The 
Approved (Insurance) Societies still maintain huge 
cash reserves. In the 1932-33 report of the Min- 
ister of Health, the accumulated funds at the be- 
ginning of the year amounted to 109,677,000 pounds 
(approximately $548,300,000). At the end of the 
year these funds had increased to 109,789,000 pounds 
(approximately $548,900,000). 

According to recent Acts some of the surplus 
funds may be used to pay for the benefits of those 
persons who, by reason of unemployment, are in 
arrears. While certain persons no longer entitled 
to the benefits of Health Insurance have become 
community charges, it is significant that before be- 
coming such charges they were carried by the so- 
cieties without payment of dues for an average of 
about two years. As pointed out in one of the 





notes, the medical profession is endeavoring to main- 
tain these people in the insurance system through 
payments from community funds. 


Vice Speaker Reeder assumed the chair. 


The Speaker: Mr. Vice Speaker, if I may be 
allowed to interrupt this reading, I should like to 
say that in listening to this report it seems to be 
largely one-sided. We secured our information from 
every source possible to contact, from taxicab 
drivers, fellow passengers in railway trains, phar- 
macists and hotel clerks. 


At this time I would like to speak in commenda- 
tion of the favors and courtesies that were shown 
us by the British medical profession. The English 
doctor is one of the finest types of citizen I would 
care to meet. Perhaps the only criticism we received 
(and it wasn’t exactly an adverse criticism) came 
from the London correspondent of the American 
Medical Association. However, in a late issue of 
the American Medical Journal he stated that the 
principle of health insurance was sound. 


It might be of interest to know that the London 
correspondent of the American Medical Association 
is not and has not been for a number of years, if 
ever, engaged in the private practice of medicine, 
and there is no record available (we went back in 
the records over thirty years) that he had been at 
any time a member of the British Medical Associa- 
tion. 


After our return, naturally information on this 
subject continued to come to us. With the permis- 
sion of Dr. Clinton, I will read you extracts of a 
letter that was sent to him under date of Decem- 
ber 13, 1933. 


You will notice that the question has been raised 
as to the annual budget, and that a serious drain 
had been made upon the treasury by reason of this. 

His answer is: “I don’t think so. I understand 
health insurance is working quite satisfactorily as 
a financial scheme, and possibly your remark, there- 
fore, is somewhat more true in relation to employ- 
ment insurance.” 


Question No. 2: “That the working class do not 
receive as good medical service as they formerly 
did with individual practices.” 

Answer: “I have had interviews both with one 
of our ministers who has had long and varied ex- 
periences and also a working man superior in intel- 
ligence who is a governor of the infirmary here, and 
they both affirm that the act has been and is a 
great boon to the workers. Of course, both admit 
that malingerers and unscrupulous and discontented 
persons do make complaints, but those are the ex- 
ception and not the rule.” 

Question No. 3: “That general medical men on 
fixed salaries have not the same initiative and do 
not progress or advance as formerly.” 

Answer: “All my friends repudiate that sugges- 
tion absolutely.” 

He made some suggestions. “If inaugurated in 
America, brook no interference from federated so- 
cieties.” As an explanation of “federated societies,” 
that is comparable to fraternal societies in this coun- 
try which may carry health insurance. The prin- 
ciple is the same in our country if we allow any 
insurance company to dictate this matter. 

The Secretary: The next section of the report 
has to deal with “Dental Aspects.” 

The ‘Speaker: That can be discussed later, be- 
cause it will be of interest to only tlie dental school. 
Time is short. If that is agreeable, they can be 
assured that will be presented to them. 

Dr. Prince: That will be agreeable. 


DENTAL ASPECTS 


The status of dentistry in the health insurance systems of 
- England has not improved. Dental care still remains an 
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“additional,” rather than statutory, benefit. The provision 
of this service depends entirely on the availability of surplus 
funds in the treasuries of the Approved Societies. 

The number of members in those Approved Societies that 
maintained dental benefits has decreased from 14,000,000 to 
11,000,000. This decrease, according to Dr. W. G. Senior, 
Secretary of the British Dental Association, has its basis in 
the ruling that permitted the Approved Societies to pay the 
accounts of its members in arrears from surplus funds. <Ac- 
cording to Dr. Senior, the added expense on these surplus 
funds reduced the money for additional benefits. In his 
own words, ‘The working member of the Approved Society 
is deprived of dental benefits in order that his less fortunate 
brother may have medical benefit.”” The view of the sec- 
retary is that arrears payments should be paid from govern- 
ment funds. 

For some years the British Dental Association has ad- 
vocated a national scheme of statutory dental benefits com- 
parable to that for medical care. While little progress in. 
effecting the program has been made, the British Dental 
Association has prepared a formal plan and is agitating for 
its adoption. The plan provides for dental benefits for all 
those who are insured under the present Act. As is the 
case in medicine, the plan provides for ‘‘free choice” of 
dentist and payment by a flat annual (capitation) fee. 

Certain quotations from the plan of the British Dental 
Association will be of interest to the profession in the United 
States: 

(1) The foregoing considerations have an important bear- 
ing on the question as to whether the remuneration of den- 
tal practitioners who undertake treatment of insured per- 
sons should be on the basis of a scale of fees for various 
items of treatment, or be made on a per caput basis. 

The Committee is of the opinion that the basis of an item- 
ized scale of fees for treatment is not in the best interests 
of the insured person, since it is not conducive to treatment 
being visualized as a whole, thereby tending to restrict the 
dentist’s professional judgment. Payment on a per caput 
basis and a panel system would not only leave the dentist 
free to exercise his professional judgment, but would put 
a premium upon careful diagnosis, and, more important even 
from the point of view of a health service, it would insure 
that maintenance of contact Letween patient and practitioner 
so necessary to secure true prevention and maintain dental 
fitness. Such an ideal the Committee believes is possible 
only by the adoption of a per caput and panel system of 
administration. 

The adoption of such a system as that outlined above with 
maintenance of contact between patient and practitioner as 
the first essential, would foster the development of general 
dental practitioner or family dentist, a development the im- 
portance of which was stressed by the British Medical As- 
sociation’s proposals in the parallel case of the family doctor. 
The Committee considers that every insured person should 
be assured of the services of such a practitioner. 

Some form of control is inseparable from a health service 
financed partly out of public funds, and the dental profes- 
sion would not desire to be unreasonable in its demands 
for freedom in this respect, but the Committee is of the 
strongest possible opinion that the maintenance of confidence 
between patient and dentist, upon which the success of 
dental treatment depends to a far greater extent than is 
realized, would best be secured by limiting so far as pos- 
sible the interposition of third parties. 

(2) The Committee has examined public dental service 
from many angles. It would emphasize that, in order to 
secure a satisfactory standard of dental health for insured 
persons, the school dental service should be expanded so 
as to insure that all children who attain the leaving age 
are in a dentally fit condition. 

(3) The scope of treatment to be provided under the 
scheme may be defined as “general dental treatment,’’ and 
would include scaling, gum treatment, filling with plastics, 
root treatment, extractions with local and general anesthesia 
other than prolonged, the provision of such dentures as 
were found to be necessary for the maintenance of a reason- 
able standard of mastication and general appearance, to- 
gether with the upkeep of dentures, ¢.g., repairs, re-makes, 
etc. The provision of dentures would, it is considered, re- 
quire to be governed by the following rules: 

An insured person would be entitled to receive dentures 
under the scheme if either: 


(a) his or her Masticatory Co-efficient calculated on the 
following scale was 40 or less: 





8 incisors count as 1 equals................ 8 
4 canines count as 2 equals................ 8 
8 premolars count as three equals.... 24 
12 molars count as 5 equals................ 60 

Total 100 


(b) he or she had less than ten teeth in functional occlu- 
sion; 


(c) he or she suffered from digestive disorders caused by 
lack of sufficient masticatory powers even if Mastica- 
tory Co-efficient was above 40; or 

(d) the nature of his or her occupation made it essential 
that teeth lost from the front of the mouth should 
be replaced by dentures. Musicians and singers may 
be quoted as examples. 
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(4) Gold fillings, porcelain and gold inlays, prolonged 
general anesthetics, radiographs, electro-therapeutic treatment, 
gold and metal dentures, crowns and bridges, obturators, 
splints and orthodontic apparatus, treatment of oral com- 
plications arising from general medical or surgical treatment, 
would not be included in the service. A dentist desiring 
to provide any of the excepted items of treatment for an 
insured person on his list would be required to obtain the 
prior permission of the Insurance Committee. 

The Committee has experienced great difficulty in arriving 
at a suitable capitation fee, available statistics being meagre 
and inconclusive, but after a careful examination of the 
available data it is of the opinion that an adequate service 
can be provided at a capitation rate within the limits of 12s. 
6d. and 16s. (approximately $3 to $4). 


The Committee of the British Dental Association bases 
the above capitation fee on the assumption that services 
would be supplied to approximately 25 per cent of the in- 
sured population. It further recognizes the fact that be- 
cause of the deplorable state of dental conditions in the 
country, the twenty-five per cent rate might not apply and 
the dentist would probably suffer a loss from his panel prac- 
tice for two or three years. However, over a period of 
years, as patients became better risks and as school services 
expanded, there would develop a normal and continuous 
case load from which the dentist would derive a profit. 

The following notes, approved by Dr. Senior, throw fur- 
ther light on conditions in England: 

Dr. Senior discussed the interesting situation resulting 
from the practice of dentistry by the Codperative stores. 
These stores, originally organized to purchase and sell food 
and general supplies on a codperative basis, have extended 
their activities enormously. At present they provide such 
items as health, educational and library services. 

Some time ago the stores opened a number of dental 
clinics. Under the dental law, this set-up was illegal, and 
the stores were prosecuted and fined. However, the practice 
of medicine or dentistry by a specific Corporation for this 
purpose is not illegal. After the prosecution, the codperative 
stores organized a dental company, and now have some 33 
dental clinics operating. Not only members, but anyone 
may go to these clinics and secure dentistry at insurance 
rates. The clinics have grown in number until the last 
year. While they damaged private practice, the quality of 
service rendered is good. Both the equipment and person- 
nel are high grade. be 

There has been great improvement in the dental work 
for insured persons since the plan for regional dental offi- 
cers was,adopted by the Ministry of Health. By this sys- 
tem the approved societies have learned who are the black 
sheep in dentistry. 

The. Ministry of Health suggested to the Dental Benefit 
Council the opening of an experimental clinic. The objec- 
tive was to determine the feasibility of providing dentistry 
to insured patients through clinics rather than private prac- 
tice. The scheme, which was prepared by the Council, was 
shelved by the Ministry. (Senior stated, “If you have to 
develop a Clinic plan, be sure and include all of the costs.’’) 
_ The Approved Societies attempt to maintain their addi- 
tional cash benefits, and after that come the dental benefits. 
Senior would eliminate the approved society from Health 
Insurance, and provide the benefits directly under Govern- 
ment control. 

The dentist’s position is more difficult than that of the 

physician in health insurance. All dental work is on dis- 
play for examination and approval. -Hence the examinations 
are bound to improve the quality of service. 
_Since the development of Health Insurance, the doctor’s 
life is more satisfactory. Relative to postgraduate training, 
the statement was made, ‘‘We haven’t developed in England 
the postgraduate mind.” 


SOURCES OF INFORMATION 


Two other items growing out of this investigation 
appear to be of major importance. One refers to 
the main source of information to the general pro- 
fession in the United States on the subject of Eng- 
lish Health insurance. The other relates to the di- 
gest of a speech by Sir Henry Brackenbury, which 
was presented, with comments, in the November, 
1933, Bulletin of the American Medical Association. 

The first item deals with the weekly letters of 
the London correspondent in the Journal of the 
A. M. A. In these letters are many comments, in 
the main of an adverse nature, concerning health 
insurance. Your commission believes that these 
comments convey an erroneous impression to their 
readers and that they do not present the opinions 
or views of the English profession. Preparation of 
the weekly letter has been placed in the hands of 
one who is not in regular practice; neither is he 
a member of the British Medical Association, nor 
is any record found of his having been at any time 
in the past thirty-three years. 





Sir Henry Brackenbury prepared a written criti- 
cism of the aforementioned digest of his speech. 
After commenting on the failure of the article to 
convey the fact that he was addressing a group 
composed largely of insurance officials and other 
laymen, he states as follows 

“This distortion of atmosphere or setting is fur- 
ther emphasized by the omission from the report 
and comments of all reference to the earliest part 
of the address. This initial portion is of essential 
importance in at least two respects: (1) It places 
in the forefront, amongst other things, the officially 
expressed opinion of the medical profession in Great 
Britain that ‘the measure of success which has at- 
tended the experiment of providing medical benefit 
under the National Health Insurance System has 
been sufficient to justify the profession in uniting 
to insure its continuance and imorovement.’ (2) It 
stresses the fact that the whole address was in- 
tended ‘not to he dogmatic but interrogatory,’ that 
the questions asked were genuine inquiries seeking 
to provoke thoucht and not propounded for the pur- 
pose of giving definite or fully considered answers. 


“In fact, as can be seen by a careful per- 
usal of the paper itself even as quoted in the 
‘Bulletin’ and as was evident from these 
omitted portions. the discussion was concerned 
with the sociological and financial conse- 
quences of cash pavments or ‘doles’ week by 
week, and not with the medical or health 
effects of the system of giving medical advice 
and treatment. This is all-important. Atten- 
tion is drawn to the tendency of the former 
to produce certain undesirable effects: in so 
far as the latter is considered the indications 
are that it does not produce like effects, and 
is beneficial. The one conclusion which is 


asserted with some confidence is that the two 
things ought, as far as possible, to be sep- 


arated from each other. 

“The interpolated comments in the ‘Bulletin’ 
report are sententious and, I think, unfair and 
misleading, hecause thev imply or assume that 
possible strictures with regard to ‘sickness 
insurance for cash payments’ apply also, and 
equally, to ‘medical benefit.’ This is not so, 
nor is there any justification for reading this 
into the address. Even in the report itself 
there is one instance in which the use of italics 
almost amounts to deliberate misrepresenta- 
tion. In quoting alternative suggestions for 
dealing with certain positions, one alternative 
is italicized, whereas in the address I imme- 
diately go on to declare that it is the other 
(non-italicized) alternative which should be 
adopted. This is an unworthy trick.” 

Your commission presents the above two items 
with regret. 

In presenting this report your commission wishes 
to record its opposition to the introduction into the 
United States of any system of health insurance 
now existing in any country in Europe. No system 
conforms at present with all the policies adopted 
by the Michigan House of Delegates in July, 1933. 
These policies are: 

1. Free choice of physician by the insured. 

2. Limitation of benefits to those of medical 
service. 

3.. The control of medical service benefits by 
the profession. 

4. The exclusion of individuals or organizations 
that might engage in health insurance for 
profit. 

At the same time your commission records its 
opinion that the defects of present systems have 
been imposed upon and are not inherent in the 
principle of health insurance. The impositions upon 
the principles take their origin very largely from 


the failure of the professions to adopt a definite 
policy of constructive action early in the discussion 
of health insurance. When health insurance becomes 
an immediate rather than a remote problem profes- 
sional prower is largely dissipated through internal 
antagonism or inertia arising out of a general lack 
of knowledge concerning the subject. 


Such a condition only serves to nourish and 
strengthen any opposition to medical leadership. As 
far as the public is concerned, any failure of the 
profession to assume leadership is accepted as evi- 
dence of a lack of qualification. Unless emotionally 
aroused, the public would welcome leadership from 
the profession. 


The first need in the development of constructive 
leadership is an informed profession, since no sys- 
tem of mechanical “checks and balances” can ever 
replace intelligent judgment of leadership-ability. 
The official channels through which information 
flows to the practicing physician are well known. 
It is unnecessary to say that these channels should 
be of unimpeachable integrity. If they fail of their 
function, if there is a selection of either protago- 
nistic or antagonistic material, if there is any jug- 
gling of facts, the suffering and the loss of public 
esteem fall upon blameless shoulders: the rank and 
file of practicing physicians. 


Appended is a brief description of the English 
system of health insurance. 


Respectfully submitted, 


(Signed) H. A. Luce, M.D. 

(Signed) N. Srnat, Director of 
Research, Committee on 
Medical Economics. 


NATIONAL HEALTH INSURANCE IN ENGLAND 


A description of the main features of national health in- 
surance in England is quoted from the “Memorandum on 
the English Scheme of National Health Insurance, with 
Special Reference to its Medical Aspects,” by G. F. Mce- 
Cleary, Deputy Senior Medical Officer of the Ministry of 
Health, published in 1930. Certain changes in the financial 
structure of health insurance have been made since 1930 
and these are included in the following material: 


Section I.—The General Framework of the Insurance Scheme 


The English system of National Health Insurance was 
established by the National Insurance Act of 1911, which 
was described in the Preamble of the Act as “fan Act to 
provide for insurance against loss of health and the preven- 
tion and cure of sickness and for purposes incidental there- 
to.”” The system has been modified by several subsequent 
Acts, the most important of which was the consolidating 
Act of 1924, but the modifications have for the most part 
dealt with matters of detail, the chief object being to sim- 
plify administration and adapt the scheme to the changed 
conditions due to the war. The main framework of the 
Scheme still stands. 


An exception to this statement should, perhaps, 
in regard to Widows’, Orphans’ and Old Age Contributory 
Pensions Act, 1925, which increased the contributions paid 
by insured persons, and in return entitled them to old 
age pensions, and provided pensions for the widows and 
orphans of deceased insured persons. But this Act, though 
adding substantially to the advantages accruing to the 
insured population, did not modify, except in points of 
detail, the general scheme of administration. 

The Insured National Health Insurance is 


compulsory upon all persons, male or female, of the ages 
of 16 and upwards, who are employed under a contract of 
service in manual labor. The insured population, therefore, 
includes practically all those who are spoken of as ‘‘wage- 
earners.’ Moreover, all persons employed under a contract 
of service in non-manual employment are required to be 
insured if their rate of remuneration does not exceed £250 
a year. Persons to whom compulsory insurance applies are 
known as employed contributors. 


The Insurance Scheme provides also for voluntary insur- 
ance. Any person except a married woman, who has been 
employed and insured for not less than 104 weeks, may, 
after ceasing to be an employed contributor, continue in 
insurance as a voluntary contributor. Such persons pay the 
whole weekly contribution themselves. Until recently few 
persors took advantage of this provision. The total num- 
ber of insured persons in England and Wales in 1929 was 
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about 15.000,000, forming 37.8 per cent of the total popula- 
tion, and until the introduction of the Contributory Pen- 
sions scheme there were only about 30,000 voluntary contrib- 
utors. The number has, however, increased materially in the 
past four years doubtless in consequence of the advantages 
offered by the Pensions Act of 1925, which apply to volun- 
tary as well as to employed contributors, and in 1929 was 
about 276,000. A voluntary contributor whose total income 
exceeds £250 a year is not entitled to medical benefits. 

Cost of Scheme.—The cost is borne partly by the insured 
persons, partly by their employers, and partly by the State. 
The insured persons and their employers pay their share 
in the form of weekly contributions, as shown in the fol- 
lowing table:* 


MEN WOMEN 
For For 
Health For Health For 
Insur- Pen- Insur- Pen- 
Ordinary Rates ance. sions Total ance sions Total 
Amounts payable by 
the employer ........ 9c 9c 18c 9c 5c l4c 


Amounts recoverable 

from wages of the 

employed persons.. 9c 9c 18¢ Sc 4c 12¢ 
Value of Weekly 

Stamp to be af- 

fixed by employer .... dae 36c sid re 26c 


Contributions are not required to be paid in respect of 
weeks during which an employed person is incapable of 
work by reason of sickness or disablement, but they may be 
paid for such weeks in so far as is necessary to make up 
the 104 contributions required to qualify for certain benefits 
or for pensions. 

The share of the cost borne by the State takes the form 
of the payment of one-seventh in the case of men ard one- 
fifth in the case of women of the total cost of benefits and 
of their administration by Approved Societies and Insurance 
Committees. The State also bears the cost incurred by the 
Government Departments concerned in the central adminis- 
tration of the scheme. 

The contributions of insured persons and employers in 
the year 1929 amounted in the aggregate to $116,524,500. and 
a sum of $25,206,500 was derived from interest on accumu- 
lated funds. The benefits and the administration of the 
benefits by Approved Societies and Insurance Committees 
cost $155,675.000 and $19,397,500 respectively, and the total 
expenditure, including the cost of central administration, was 
$179,832,500. 

Method of Payment of Contributions.—The emplover is 
responsible for the payment of his own and his employee’s 
contributions. The money payment is made by the purchase 
by the employer at a post office, of special stamps, known 
as Health Insurance and Pensions Stamps, of the values 
required. A stamp of the appropriate value for each week 
of employment must be fixed on a card, the Contribution 
Card, which the insured person must submit to the em- 
ployer, on request. for that purpose. The employer is en- 
titled to recover the insured person’s share of the cost of 
the stamp by making a deduction from his wages. 

Benefits.—The benefits provided for insured persons are 
as follows: 


(1) Medical Benefit, i.c., medical treatment, including the 
supply of medicine, and of such medical and surgical 
appliances as may be included in a list prescribed by 
the Minister of Health. 


Sickness Benefit, i.c., weekly cash payments during 
incapacity for work by reason of illness. The ordi- 
nary payments are $3.75 a week for men. $3.00 a 
week for married women, and $2.50 a week for un- 
married women, beginning on the fourth day of inca- 
pacity and continuing during a maximum period, for the 
same illness, of 26 weeks. An illness beginning within 
twelve months from recovery from any illness is for 
this purpose regarded as the same illness. 


(3) Disablement Benefit, i.e., a continuance of weekly 
payments after the right to sickness benefit has lapsed. 
Disablement benefit is practically an extension of 
sickness benefit at a lower rate (50%). Unlike sick- 
ness benefit, it is not limited to 26 weeks or other 
period, but continues to be paid until the insured 
person becomes capable of work, or reaches the age of 
65, at which an old age pension ordinarily becomes 
payable. Disablement benefit, being paid as long as 
the insured person is incapable of work, is practically 
the same thing as an invalidity pension; but it is 
paid only in respect of total incapacity, not partial 
incapacity. 

(4) Maternity Benefit, i.e., payment of $10 on the con- 
finement of an insured woman or the wife of an 
insured man. If the woman is insured and married, 
and is an employed contributor, she receives an addi- 
tional $10. 


(5) Additional Benefits—These may be provided by those 
Approved Societies that are found, on valuation, to 


oy 


*In this description the following values have been as- 
signed to the English currency: Pound, $5.00; shilling, 
25c3 pence, 2c. 
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have sufficient funds at their disposal for the purpose. 
The benefits may atake the form either of an increase 
in sickness, disablement or maternity benefits, or con- 
tributions towards the cost of certain forms of special 
treatment, e.g., dental, ophthalmic, hospital or conva- 
lescent treatment. 


ADMINISTRATION 


The administration of the Scheme may be _ considered 
under two heads, local and central. What may be con- 
veniently termed the ‘local’? administration is undertaken 
by Approved Societies and Insurance Committees under the 
central supervision of the Minister of Health. 


LOCAL ADMINISTRATION 


Approved Societies. 


These are self-governing associations of insured persons 
who unite voluntarily to form a Society for the purposes 
of national health insurance. When such an organization 
has been approved by the Minister it becomes an Approved 
Society. There are over 900 Approved Societies operating 
in England and Wales, and 28 of these have branches which 
are independent financial units, and have considerable ad- 
ministrative independence. There are about 6,000 branches. 
The Approved Societies administer sickness, disablement, and 
maternity benefits and such additional benefits as they may 
be in a position to provide. They are not organized on a 
territorial basis, although the membership of some of the 
smaller societies consists chiefly of persons who live in cer- 
tain local areas. The number of members varies from less 
than 50 to 2,000,000. Some of the large societies have mem- 
bers in every part of the country, and their membership 
includes workers in an enormous number of occupations. 


Insurance Committees. 


There is an Insurance Committee for every county and 
county borough, the total for England and Wales beirg 
146. Three-fifths of the members represent insured persons, 
and are elected by Approved Societies having members resi- 
dent in the county or county borough; one-fifth are ap- 
pointed by the Council of the county or county borough. 
Of the other members, two are medical practitioners ap- 
pointed by the Local Medical Committee, one*is a medical 
practitioner appointed by the county or county borough 
council, and the remaining members are appointed by the 
Minister of Health. Of the members appointed by the 
county or county borough council and the Minister respec- 
tively, two at least must be women in the case of larger 
committees, and the Minister’s appointments must also in- 
clude at least one medical practitioner. (This provision does 
not apply to committees having fewer than 25 members.) 
The number of members varies, but cannot be less than 20 
or more than 40, and as will be seen above, the number of 
doctors on the committee cannot be less than three and 
may be more. 

Insurance Committees administer medical benefit, and for 
this purpose they enter in agreements with local doctors 
for the medical treatment of the insured persons of their 
areas, and with chemists for the supply of medicine and 
medical and surgical appliances. They are under obligation 
to confer in certain circumstances with three other local 
committees, ramely, the Local Medical Committee, the Panel 
Committee and the Pharmaceutical Committee. 


Local Medical Committees. 


In every county and county borough there is a committee 
of doctors constituted by the doctors of the area themselves 
and recognized by the Minister as representative, not merely 
of the insurance practitioners but of all the members of the 
medical profession in the area. This committee must be 
consulted by the Insurance Committee on all general ques- 
tions affecting the administration of medical benefit. 


Panel Committees. 


In the early days of the scheme it became evident that it 
was necessary to provide a convenient method to enable 
Insurance Committees to obtain the views of the insurance 
practitioners of their area in regard to certain matters 
affecting the administration of medical benefit, and by the 
Insurance Act of 1913 it was provided that in every area 
a committee should be appointed by the insurance practi- 
tioners of the area for the purpose. This Committee is 
termed the ‘‘Panel Committee.’”’ All the members must be 
doctors and not less than three-fourths must be insurance 
practitioners. In many areas the Panel Committee has been 
recognized as the Local Medical Committee, and is then 
termed the Local Medical and Panel Committee. In other 
areas the Local Medical Committee and the Panel Committee 
are separate bodies. 


Pharmaceutical Committees. 


In every county and county borough there is a committee 
elected by the insurance pharmacists of the area, which must 
be consulted by the Insurance Committee on all general ques- 
tions affecting the supply of medicine and appliances to in- 
sured persons. This is termed the Pharmaceutical Commit- 
tee. 








CENTRAL ADMINISTRATION 

The National Health Insurance Scheme in England and 
Wales is under the general supervision of the Minister of 
Health, whose powers as regards Wales are exercised through 
the Welsh Board of Health. The Insurance Acts confer 
wide powers upon the Minister. He makes regulations, 
which have the force of law, on a great variety of insurance 
matters, c.g., the collection of contributions, the administra- 
tion of benefits, the constitution of Insurance Committees, 
the conditions of service of insurance doctors and chemists, 
etc. The Minister is also the appeal authority in disputes 
hetween insured persons, doctors, chemists, Approved Socie- 
ties and Insurance Committees, although his functions in 
this respect are largely delegated to independent tribunals 
appointed by him. 


The officers of the Ministry include an Out-door Staff or- 
ganized on a territorial basis, who secure the payment of 
contributions, and advise Approved Societies, Insurance Com- 
mittees and insured persons on matters arising out of the 
administration of the Scheme. There is also a local staff 
of medical officers, the Regional Medical Staff, to which ref- 
erence is made later. 


Section II.—Medical Benefit. 


After the foregoing brief sketch of the general framework 
of the National Health Insurance Scheme, more detailed 
consideration may be given to the administration of medical 
benefit, the subject with which this Memorandum is chiefly 
concerned. 


The original Insurance Bill as laid before Parliament in 
1911 provided that medical benefit should be administered by 
the Approved Societies; but the medical profession strongly 
opposed this provision, and contended for the establishment 
of local bodies, on which doctors should be represented, 
specially constituted to administer medical benefit. This 
was conceded by the Government, and the Bill was altered 
to provide for the constitution of Insurance Committees, 
which are charged with the duty of making the arrangements 
or bringing the doctor into relation with the scheme and 
for distributing the insured persons in each area among the 
doctors of the area. Insurance Committees also make the 
necessary arrangements with the chemists. Neither the in- 
surance doctors nor insurance chemists have any direct ad- 
ministrative relation with the Approved Societies. 


Participation in the Insurance Medical Service. 


Insurance Committees have no power to select the doctors 
who participate in the Insurance Medical Service. Any 
registered medical practitioner (other than a practitioner 
whose name has been removed from a medical list by the 
Minister) has a right to require an Insurance Committee 
to place his name on their list of doctors who undertake to 
give medical attendance and treatment to insured persons 
on the terms of service for insurance practitioners offered 
hy the Committee and approved by the Minister. The statu- 
tory right of any qualified doctor to participate in the In- 
surance Medical Service was one of the principles for which 
the medical profession strenuously contended during the 
passage of the Insurance Bill through Parliament in 1911. 


The profession also pressed for the right of the insured 
persons to choose their doctor, and this was conceded.’ An 
insured persons is entitled to select any doctor from among 
those included in the Medical List of the area in which 
he resides, subject to the doctor’s consent, and he can at any 
time change his doctor, if the doctor consents. or without 
such consent if he gives a fortnight’s notice to the Insurance 
Committee. A doctor may also obtain the removal from 
his list of an insured person for whose treatment he no 
longer wishes to be responsible, but this is subject to certain 
restrictions. The procedure by which an insurance prac- 
titioner becomes responsible for the treatment of an insured 
person is as follows: 


Method of Obtawning Medical Attendance.—Approved So- 
cieties supply particulars of all their members to the Minis- 
ter, who transmits the information to the respective Insur- 
ance Committees in whose areas the members reside. The 
Committee then gives each insured person a Medical Card 
which tells him how to obtain the services of an insurance 
practitioner. In all the Post Offices there is a list of prac- 
titioners, to which insured persons can refer. Having se- 
lected a practitioner, after reference to this list or other- 
wise, the insured person presents his medical card to the 
practitioner of his choice, who, if he accepts him, signs the 
card and sends it to the Insurance Committee. The Com- 
mittee then adds the insured person’s name to the practi- 
tioner’s list, returns the Medical Card to the insured per- 
son, and sends the practitioner another card—the Record 
Card—which serves the double purpose of forming part of 
the practitioner’s card index of the insured persons for 
whose treatment he is responsible, and a record on which 
he enters particulars of his attendances on his patients and 
the illnesses for which he has treated them. 


A practitioner is not obliged to accept a person who 
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applies for inclusion in his list, but if he refuses he must 
give the applicant the name and address of another prac- 
titioner to whom application might be made, and he must 
give the applicant such treatment as he may require until a 
practitioner has accepted him. He must also notify the 
Insurance Committee that he has refused to accept the 
applicant. If a person fails to secure voluntary acceptance 
by a practitioner he may apply to the Insurance Committee, 
who refers his case to a Sub-committee (the ‘Allocation 
Sub-committee”), consisting of three members appointed by 
the Insurance Committee, and three appointed by the Panel 
Committee, which is empowered to assign him to a practi- 
tioner selected by them.* 

An insured person, temporarily absent from home, may 
obtain medical attendance by presenting his medical card to 
an insurance practitioner in his area of temporary residence: 
Provision is made for the discharge of the duties of practi- 
tioners by deputies when they are unable to attend their 
patients themselves, and if neither the practitioner respons- 
ible for an insured person’s treatment, nor his deputy, is 
able to attend the person and give him any treatment im- 
mediately required owing to an accident or other sudden 
emergency, it is the duty of an insurance practitioner who 
may be summoned and can attend to give such treatment as 
may be necessary. The insurance practitioners of an area 
accept a collective responsibility for the treatment of all 
insured persons in the area. 


A practitioner, working alone, may not accept more than 
2,500 insured persons, but if he employs a permanent assis- 
tant he may accept such an additional number, not exceed- 
ing 1,500, as the Insurance Committee may approve. A 
permanent assistant cannot, however, be employed for the 
treatment of insured persons without the sanction of the 
Committee, and for the employment of two permanent as- 
sistants the sanction of the Minister as well as the Com- 
mittee is necessary. 


The number of insurance practitioners in England and 
Wales, in 1929, was about 15,570, and the average number 
of persons on a practitioner’s list was about 930. (For 
each insured person on his list the insurance practitioner 
receives approximately $2.00 per annum.) 

The Speaker: Does the assembly wish to pro- 
ceed to a vote on the resolution before lunch? 

On motion regularly made and suported, it was 
voted to recess for lunch at one-five o'clock. 


HOUSE OF DELEGATES 
Thursday Afternoon, April 12, 1934 


The recessed meeting reconvened at one-forty 
and was called to order by the Speaker. 

The Speaker: Before further discussion is in- 
dulged in, I will ask Dr. Sinai to answer questions 
which have already been asked. 

Dr. L. J. Gariepy (Wayne): Before Dr. Sinai 
answers those questions, I would like to ask a cou- 
ple more. One is: What is the committee’s rec- 
ommendation on the salary limit of these people 
to be included? 


Dr. S. E. Gould (Wayne): I would like to ask 
one or two questions of Dr. Sinai. How was the 
figure of $8.50 arrived at? 


The Speaker: You may have opportunity to ask 
questions later on. The Chairman will not let any- 
one go home from this meeting dissatisfied that he 
did not have a chance to express his opinion. 

Dr. N. Sinai: Mr. Speaker and Members of the 
House: Dr. Insley asked certain questions or made 
certain statements with respect, first, to the matter 
of voluntary purchase, and’ stated that the history of 
voluntary insurance is a history of no insurance; 





*The procedure described in the two preceding para- 
graphs is that of the system in which the doctors are re- 
munerated on a capitation basis, e.g., in proportion to the 
number of insured persons on their lists, the system that is 
now in operation all over the country. Before 1927, how- 
ever, there were two areas, Manchester and Salford, in 
which the doctors were paid by the distribution among them 
of a fixed sum in proportion to the number of attendances 
made by each. But the Salford doctors changed to the 
capitation system at the beginning of 1927, and the Man- 
chester doctors from the beginning of 1928. 


+An insured person, with the consent of the Insurance 
Committee, may make his own arrangements for obtaining 
medical treatment, receiving from the Committee a contribu- 
tion towards the cost of the treatment. Such persons in 
1929 numbered about 25,000. 
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that the people of their,own volition will not pur- 
chase insurance. No one can disagree with that 
statement. 


One of the shining examples of voluntary insur- 
ance that does work is that of Denmark, and when 
you make an analysis of the Danish situation you 
find it isn’t voluntary insurance at all. While it is 
voluntary as far as the law is concerned, the indus- 
trialists themselves make it compulsory for the 
people who work. So the question of compulsion 
may be answered as to state compulsion. It also 
may be applied by a particular industry. 

In the proposed experiment, if an industry in 
some county in Michigan is interested enough to 
experiment with the medical profession, undoubt- 


edly that industry would make the service compul- 


sory for the employees engaged. In that way you 
get away from the question of volition. The fact 
is, | would be very fearful of leaving it on a purely 
voluntary basis to the members in that industry, 
because of what would result. A few people 
in the industry who know that they need surgery, 
whose wives are going to have babies, who know 
they are going to have specific medical services 
within the next two weeks or the next month, 
would sign up, and just as soon as the service was 
secured they would sign off. 


So it is that in every system whether it is old age 
pension, unemployment insurance, private unemploy- 
ment insurance in the industry, 75 per cent of the 
workers must sign or the system won’t start. Other- 
wise, we will get a very dangerous selection in our 
group of population. 


Then comes the question of $3,750,000,000 being 
applied to our taxes. I am not quite clear con- 
cerning the contention that it would be applied to 
taxation, because if there is anything in which the 
committee has been interested it has been in keep- 
ing Mutua. HEALTH SERVICE out of taxation, out of 
public funds, because immediately you get public 
funds mixed up in the cost you get some form of 
public direction and that usually means some form 
of political direction. This is a program that the 
committee has presented as one in which the pro- 
fessions will take complete direction and in which 
the public, as far as industry and the recipients of 
service are concerned, will have representation, be- 
cause the public is putting up the funds and is en- 
titled to that representation. 


As far as this three billion and more being placed 
on taxation, no one has ever contended that the 
Workmen’s Compensation costs should be placed on 
taxation. They are costs that are taken from an- 
other source entirely, a source other than taxation. 


The question came up in conversation as to why 
not set aside a certain amount for groceries and 
a certain amount for shoes. All of these programs, 
be they. unemployment, old age pensions, widows’ 
pensions, and so on, are based upon the need for pro- 
tection against a contingency that is unpredictable, 
something that may arise in the future life of the 
individual which he cannot predict and for which 
something must be done, some preparation must 
be made. Anyone is able to predict the need for 
clothing and for food and for shoes and for hous- 
ing, protection from the elements, and so on. 


The question came from Dr. Garber concerning 
what will be the income of the general practitioner. 
On the basis of a possible 1,000 in this low income 
group, which will be included, his total income 
would be somewhere between $5,000 and $5,500. 
That is for the general practitioner alone. Added 
to the physician’s income will be another $3 for 
the services of the specialists. We know there are 
many general practitioners who, through training 
and experience, are able to provide special services. 
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In that case, the committee has come to the con- 
clusion that there is no reason why the general 
practitioner who, through his experience and his 
education and training, can give the service, should 
not provide that service for his 1,000 patients; or, 
better yet, why he should not provide that service 
on reference from his brother practitioners, his col- 
leagues. The limitation on the general _prac- 
titioner is very largely a limitation on his ability 
to provide that service. The only thing that limits 
his income is his ability to provide, in addition to 
the ordinary services, the services that would be 
called those of a specialist. 


On the question, “What will you ask the em- 
ployer?” I don’t know. If this plan is presented 
to certain selected employers, from there on it will 
depend upon the reaction of the employers and the 
conferences of the employers with members of the 
Committee on Medical Economics. This plan, if you 
approve it, will be presented to the employer with a 
request for his judgment and the possibility of this 
plan going into operation in a selected industry in a 
selected area. No one can make any statement as to 
what kind of a sales talk is necessary, or what else 
may follow. That is one of the reasons the commit- 
tee was most interested in publicizing this report be- 
cause, if the reception of the public, the reception 
of the newspapers and the editorial comment is 
favorable, the committee feels that pressure of public 
opinion and editorial comment will be very effective 
in its discussions with individual employers who are 
just as receptive to that type of comment as you, 
or as any other individual or any other group. 


The question has come up as to whether this 
$27.88 is going to be a payment by the.family per 
person. If the family has ten individuals, that would 
amount to $278.80 for the particylar family engaged 
in the industry that may try the program. It would 
be unreasonable for that family to pay to the extent 
of $278.00 because there are ten individuals. 

I am not entering into the question of whether 
there ought to be ten, or whether there ought to 
be two, or any other question of that character, but, 
as far as the physician is concerned, if on his family 
list there are in one family ten individuals, that ten 
would be multiplied by the $8.50 for all the phy- 
sician’s services, and the medical man would receive 
$80.50 for the individual family of ten people. 


As far as industry is concerned, however, my 
own feeling is that the industrialist is just as inter- 
ested in eliminating records and record keeping and 
red tape as you are. It seems to me one of the 
logical ways might be for industry to take an aver- 
age of all the families employed in the industry, and 
if that average is four, collect on the basis of the 
average family, and then pay the physician on the 
basis of the number of people. There may be 
families of one, families of two, and families of ten. 
The physician will receive on a per person basis, 


and the individual will pay on an average per family 
basis. 


That must be done in order to prevent industry 
from firing all of the people who have families of 
five, six or seven and employing single men, espe- 
cially if industry decides it is going to pay some 
of the cost for the income group under $1,200. 

The committee is not in possession of any facts 
concerning what will be the reaction of industry. 
If you approve, then the committee concludes that 
the next step is to begin the discussion with indus- 
trialists who are interested, who have evidenced a 
general interest in the problem of the welfare of 
the people they employ. 

The Speaker: Is there any further discussion or 
questions? Every man must go home from here 
satisfied that he has had a proper opportunity and 
plenty of opportunity to express himself. 





Dr. Kari Brucker (Ingham): I would like to ask the 
same question with reference to the position of the special- 
ist in this picture. It seems to me that the inducement for 
men to specialize, and all, should not be removed. He has 
no family list, so what would his income be? 


Dr. N. Sinai: His income would be what he makes it. 
It would be on the basis of the number of cases referred 
to him. If he is practicing a specialty, it would be on 
exactly the same basis as it is today. The general practi- 
tioners who do have family lists would refer to the specialist 
for that service, members of the family list. 

One of the steps that the Committee would undertake, 
of necessity, is the development of a fee schedule for the 
various specialties, the determination of what are the spe- 
cialty services and the development of a fee schedule for 
the specialists engaged in a particular field; which would 
be applicable, whether it is $1,200, $1,500, $2, 000 or $2,500 
(whatever is the decision of this body), and the specialist 
would be paid on the basis of that fee schedule. 

I think, from the figures that are available, we have set 
aside enough money, within reasonable estimates and limits, 
to take care of reasonable fee schedules for all the special- 
ists’ services that may be demanded or required. 

The specialist, in the scheme of things, is not changed at 
all. He receives his patients through reference. The only 
change is that he works on a tegular fee schedule through 
Mutuat HEALTH SERVICE. 

Dr. Karl Brucker (Ingham): Wouldn’t there be a dis- 
position, or would there, on the part of a general practi- 
tioner to refer a case that came within some special line 
rather than te keep the case himself and do this work him- 
self, such as the removal of tonsils, for which we may get 
no ‘additional pay? 

Dr. Sinai: He might. if he happens to be qualified ac- 
cording to his own professional group. He would receive 
pay as a general practitioner, because in traveling over the 
the country and talking with and meeting physicians and 
looking over their records, we know a great many general 
practitioners in communities who provide surgical service 
for a good many of their colleagues in those communities. 
There is no justification in lopping off from the general 
practitioner that service for which he is perfectly qualified 
by training and experience to give. 

Dr. F. T. Andrews (Kalamazoo): Inasmuch as the suc- 
cess of this program depends largely upon the interest which 
is aroused in the community where it is attempted to be 
put across, I did not realize when you were reading the 
amendments whether the local committee or the local health 
organization was to have .the opportunity of selecting the 
area in which this should be placed, or whether it was to 
be selected by the Committee. If it is true that this area 
is to be selected by the Committee, I would like to offer 
the following amendment: It is moved that the areas in 
which the program is to be instituted shall be requested by 
the local county medical society. 

The Secretary: That is already here. 

The Speaker: The Secretary will kindly read that part 
of the original or main motion. 

The Secretury: ‘That the plan for Mutuat Herat 
Service shall not be inaugurated in any county without 
the approval of the county and the State Medical Society.” 

Dr. F. T. Andrews: Thank you. I apologize to the 
House. 

Dr. L. O. Geib: I would like to ask, in reading a portion 
of the resolution again, does that resolution specifically say 
we approve the principle of MutuaLt HEaLtH SERVICE? 

The Speaker: The Secretary will read that portion. 

The Secretary: “BE IT RESOLVED, That the House 
of Delegates of the Michigan State Medical Society approves 
general principles of the plan for Mutuat HEALTH SeErv- 

” 


ICE. 

Dr. L. O. Geib (Wayne): Mr. Chairman, I think we 
are involved there in quite a large affair. I feel that the 
people back home should have something to say about this, 
and therefore, I offer the following amendment: Before 
this principle of health insurance be endorsed, that it be 
taken back to our local societies for approval or disapproval. 

I think it is too large a question for us to decide. 
think the people in our local societies may be in favor of it. 
Their reaction at first may be very much against it, and I 
think they are going to demand a great deal of education 
before they will approve this thing. I think we can make 
time by sending this thing back to our local societies. 


Dr. C. S. Ratigan (Wayne): I second that amendment. 


Dr. B. L. Connelly (Wayne): Wouldn’t it be sufficient 
to add to that resolution, “fas an experimental proposition’’— 
approve it as an experimental Proposition? I mean the 
wording right there at that point. 


Dr, E. D. Spalding (Wayne): This is a groun of dele- 
gates that have come to a special meeting called for a 
special, specific purpose which has been perfectly well known 
before we came here by the societies that sent us here. 
We are a House of Delegates who have come together to 
receive the report on_ this Special Committee on Medical 
Economics, of its study and its preparation of a plan as 
outlined here. The people who sent us here knew perfectly 
well what we were coming for, and they had ample oppor- 
tunity to send us instructions if they so wished. If there 
is any sense of representative government in this country, 
it certainly isn’t necessary to go back and ask if we have 
permission to vote of the people who sent us here. 
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_Dr. L. J. Gariepy (Wayne): I want to repeat the ques- 
tion that I asked before: I would like to ask Dr. Marshall 
just what is the wage limit? 

The Speaker: Dr. Gariepy, I will have to insist on your 
speaking to the amendment at this time. 


Dr. Karl Brucker (Ingham): My understanding of the 
way we were sent here differs somewhat from the doctor 
from Wayne. This was delivered to me with instructions 
on it to keep quiet about it and say nothing. My county 
society doesn’t know anything about this. The men back 
home know nothing about it. I was instructed to come here 
to a secret meeting. 


Dr. D. P. Foster (Wayne): If my memory does not fail 
me, I believe we already have spread on the minutes of 
our last meeting, approval of this particular principle. 

The Speaker: Are you ready for the question? 

The question was’ called for. 


The Speaker: The question is on the adoption of the 
amendment. r. Geib, will you repeat the amendment? 
_ Dr. L. O. Geib (Wayne): Before this principle of health 
insurance be endorsed, that it be taken back to our local 
societies for approval or disapproval. 


Dr. S. E. Gould (Wayne): Very frankly, I don’t be- 
lieve in our discussing this question if we are going to 
take it back home and ask them what they want us to do. 
We are here to do this, to study this. Personally, I feel 
like a school boy coming here. 

The Speaker: Those in favor of the amendment 
“aye;”? opposed, “‘no.’ The amendment is lost. 

The original motion is now before the House. Those 
in favor of the original motion made with the resolution say 

“aye;’? opposed, ‘‘no. The resolution is carried. 
pine Secretary: It is the resolution introduced by Dr. 

iddle. 

r. L. J. Gariepy (Wayne): I would like to have that 
question answered for us all to know where we stand, what 
we are voting on, and just where this wage limit is. We are 
voting on something we don’t know anything about. 

The Speaker: You may call for a roll call vote, but you 
cannot open that discussion again. 

I think Dr. Gariepy 


Dr. E. C. Baumgarten (Wayne): 
is right. I think your vote was a little premature, if you 
will pardon me cailing it that. There is still a blank space 
on this so-called plan up here which calls for a set amount 
up to which these families are to be included or excluded 
which hasn’t been decided. Before we can make an intelli- 
gent vote on this thing, that amount certainly has to be 
settled. 

Dr. L. J. Gariepy (Wayne): I asked for the Committee’s 
opinion as to what the right amount should be. That is 
what I asked for. 

The Speaker: 
ion. It 


say 


The Committee has vouchsafed no opin- 
is for the men assembled here to set that limit. 
= is your prerogative. 

. L. J. Gariepy (Wayne): 
Pe as to what they think is right. 


The Committee must have an 


i E. Baumgarten (Wayne): I didn’t vote at all 
on the thing. I don’t see how we can vote intelligently on 
this thing unless we krow what this amount is going to be. 

My “yes” or ‘‘no” will depend largely on that, whether I 
approve this thing or whether I don’t. If you set it up to 
$2,000, I am going to vote ‘‘no.” 

The Speaker: This hunch can get you out of the spot. 
You can vote for a reconsideration of this question that 
was just passed. 

Dr. C. S. Ratiaan (Wayre): 
roll call is attached. 

Dr. E. D. Spalding (Wayne): 
tion? 

Dr. Cook: JT have not the power of vote, but I have 
the power of discussion, however. I would like to state 
that I don’t know how I would vote on this if I did. But 
TI don’t like the way in which the Speaker offered this resolu- 
tion. JI am quite sure the Speaker had no intention of 
cutting off the discussion in the manner in which it was cut 
off, but I feel, in a matter of such serious import to the 
profession and this House of Delegates, every man should 
be given ample opportunity for proper discussion. I don’t 
believe this House feels it. was quite the right time to have 
presented that resolution for vote. I realize that according 
to parliamentary rule they voted and there has been a deci- 
sion, and the only thing to do is to have a roll call. Still, 
it takes two-thirds to reconsider a resolution, and I don’t 
think it is quite fair, at this time, to require a two-thirds 
vote of this House to reconsider the resolution and open 
it up for further discussion. I don’t believe this House, 
as I sense it, was quite ready to vote. 

The Speaker: The Speaker agrees with Dr. Cook, and had 
no intention of precipitating a vote on this, and will enter- 
tain a motion for the reconsideration of that vote. 

Dr. A. P. Biddle (Wayne): I would say, as a matter of 
parliamentary law. you can’t reconsider until your vote is 
passed. Then the man who moves for reconsideration must 
have voted in the affirmative. 

The Speaker: The Chair ruled that the motion was car- 
ried. From that point, and without wasting time for a 
vote, I will entertain a motion for reconsideration. 

Dr. E. D. Spalding (Wayne): I move for reconsidera- 
tion of the oral vote. 

The motion was regularly supported. 


It can’t be passed until the 


May I ask for reconsidera- 
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ee 


The Speaker: Moved and supported for reconsideration 
of the oral vote. Those in favor say ‘‘aye;” those opposed 
say ‘‘no.” Reconsideration is carried, and we will proceed 
with a reconsideration of the motion. 


Dr. C. S. Ratigan (Wayne): I feel as Dr. Gariepy, that 
the whole question hinges upon the question that that be 
experimental. The people we are earning our livelihood from 
today are the ones in the $2,000 group. If those are going 
to be cut from under us, there won’t be very much left. 
The clinics have a good deal of the rest of them. I think, 
before this body can intelligently vote on the question, that 
should be put in either by the House of Delegates or by 
the Committee. 


Dr. W. H. Marshall: Inasmuch as the question has been 
directly put to me as to the upper limit, I may say that 
the Committee did not agree. There were many of us who 
felt that $1,500 was the proper upper limit. On account 
of rot being unanimous, we decided to leave it open for 
the House of Delegates to fill in ard refer it back to you. 
That is all I know about it, Dr. Gariepy. 


Dr. L. J. Gariepy (Wayne): I move that the upper lim't 


be placed at $1,200 per year for entrance into this. 

Dr. C. F. Moll (Genesee): I will second Dr. Gariepy’s 
motion. 

The Speaker: It has beer moved and supported that the 
upper limit be placed at $1,200. Is there any discussion? 

Dr. R. H. Baker (Oakland): I think $1,200 is too low. 
I consider in my own community the large number of 
school teachers and employed workers in offices who are 
earning over $1,200, but who are not earnirg $2,000. I 
think that group is entitled to be given service under a 
plan such as this. I have a good many school teacher 
friends. A few of them are patients. and I have discussed 
this thing with them a great deal. They are planning and 
have made a considerable effort in Pontiac to develop an 
insurance plan, because they were up against the same 
proposition we are trying to cure. We have to place the 
lim‘t to $2.000 to include that group. 

Dr. S. W. Insley (Wayne): I would like to ask whether 
or not the final figure to be arrived at will not be inftuenced 
partly by interviews with the employers, and whether or not 
that final figure might not be modified by interviews with 
employees. After all, I might add, they are going to pay 
the freight. 

If we are simply asking that this thing be put over for 
further study, I wonder why this question necessarily has 
to be decided at this particular moment. I understand the 
plan will not be put into effect until at least the next meet- 
irg, and if we are still going to study it for another six 
morths, why not leave that figure open? 

Dr. G. Harry Ferguson (Saginaw): Inasmuch as it is 
an experiment, why wouldn’t’ it be a good idea for this 
body to accept this as an experiment in the experimental 
stage, and then figure the fine points after you come to your 
experimental stage or as you go through your experimental 
stage? As I understand it, all this Committee wants is to 
try this experiment. 

Dr. C. S. Gorsline (Calhoun): Agreeing with the previous 
speaker in regard to this being an experiment, I feel that 
the Committee will be vastly more able to arrive at an 
equitabie limit than the House of Delegates could by discus- 
sion. Would it be tenable to recommend to the Committee 
that it is the sense of this House of Delegates, pending their 
investigation, to have a figure of not less than $1,200 nor 
more than $2,000, at the discretion of the Committee, for the 
starting of the experimental work? 

“ee C. F. Moll (Genesee): There is a motion before the 
ouse, 
The Speaker: Are you ready for the question? 

Dr. E. C. Baumaarten (Wayne): Is there anything in 
your experience in Europe that would help you to guide us? 
What are the limitations they have set there, or did their 
limitations include also the cash benefits? Can those things 
be separated? 

The Speaker: Relative to the costs in Europe, there 
= be no advantage in determining what our set-up should 
ye. 

Dr. E. C. Baumgarten (Wayne): They have certain lim- 
its also, a certain number of pounds per year. 

The Speaker: They also have included with their service, 
cash benefits. 

Dr. N. Sinai: It is just a matter of what the British 
system does. They set their limit, with their wage scales 
and their cost of living, at 250 pounds, approximately $1,250, 
as the limit of income for the group which is insured under 
the compulsory system. 

Dr. E. D. Spa'ding (Wayne): 
valuation of the dollar? 

Dr. N. Sinai: It has never changed. Two hundred fifty 
pounds has been the limit. 

Dr. H. W. Peirce (Wayne): Usually, when we exneri- 
ment in medicine, we take guinea pigs or we take our clinic 
patients. We don’t experiment on our regular full-pay 
patients. I should like to have talked on other points of 
this plan, but there doesn’t seem to be time. 

However, I do feel if we are going to have an experiment 
we shouldn’t take the better patients of the great bulk of 
the general practitioners in a city like Detroit and use them 
tor experiment. Therefore, I am very much in favor of 
the $1,200 limit. 

Dr. W. D. Barrett (Wayne): 


Before or after the de- 


I don’t think this is an 
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experiment on patients. This is an experiment of a system. 

Dr. F. T. Andrews (Kalamazoo): ‘There are a good many 
families, as we all know, who only have their wives and 
themselves, and who at $1,200 are able to pay their bills. 
The individual who has ten children and earns $1,000 or 
$1,800 can’t pay his bills. Why set an arbitrary figure? I 
feel a sliding scale should be justified in this case, and 
the discretion of the Committee be entertained in making 
this experiment. 

Dr. C. F. Brunk (Wayne): I feel, very keenly, that we 
will plunge to defeat in the purpose of our plan if we try 
our experiment with the limitation of our patients to a 
very low salaried class. We are trying an experiment, and 
we can’t engage any sympathy from the employers if we put 
it in a class that won’t represent most of the people em- 
ployed. I feel we must necessarily not put a l'mit on it 
so that we will have our experiment worth while. If we 
are going to expend some money on it and are going to 
try it at all, let’s try it properly. 

Dr. A. E. Stickley (Ottawa): In order to expedite mat- 
ters, I will make a substitute motion that the Committee 
be instructed to use $2,000 as an upper limit. It seems to 
me if we are going to figure on just I'miting to $1,200 or 
anything else, if we give them the upper limit they can be 
the judge. We certaintly can’t judge these things. They 
have studied this question. Anyway, it will come up before 
our next annual meeting for complete ratification. It seems 
to me we will have a lot of time if we will do that. 

Dr. L. G. Christian (Ingham): While the Committee was 
not unanimous, four of the Committee agreed it should be 
set at $1,500. Again last night I wanted the Committee to 
go there. I feel that $1,500 as an upper limit would be 
equitable. Most of my patients making over $1,500 pay me 
very nicely. At least four of the members have set $1,500. 

Dr. W. Joe Smith (Wexford): I support the substitute 
motion of $2,000 as the upper limit. 

The Speaker: The substitute motion is to make $2,000 
the limit. Is there any discussion on the substitute motion? 

The Secretary: Mr. Speaker, the President of the Michi- 
gan State Medical Society. 

The audience arose and applauded as President Le Fevre 
entered the room. 

Dr. A. V. Wenger (Kent): I offer an amendment to 
the substitute motion that the upper limit be set at $1.500. 

e amendment to the substitute motion was regularly 
supnorted. 

The Speaker: The motion now is the charging of the 
$2.000 to $1,500. 

Dr. L. J. Gariepy (Wayne): If the gentleman who sup- 
ported my motion sees fit, I wish to withdraw the $1,200 
and place the $1,500 as the Committee has already deter- 
mined. am in favor of the $1,500 motion instead of 
$1.200. 

Dr. C. F. Moll (Genesee): I am very glad to withdraw 
my second to Dr. Gariepy’s motion, making it $1,500. 

The Speaker: That action will be unnecessary on account 
of consideration of the substitute motion which now stands 
with an amerdment to make that at $1,500. 

You are about to vote on the substitution of the figure 
of $1,500 in place of $2.000 in the amendment which was 
to place the limit at $2,000. You have substituted $1,500 in 
place of the $2,000. 

The auestion was called for. 

The Speaker: Those in favor say “aye;’’ those opposed 
say “no.” Carried. 

The substitute motion on the question now is that the 
Committee be empowered to act using $1,500 as the upper 
limit for the income group. Those in favor say “faye.” 

Dr. C. F. Brunk (Wayne): What are we voting for? 
Are we voting to allow this experiment? 

The Speaker: Not yet, Doctor. We are voting under a 
discussion that arose as to whether we were going to approve 
the planned experimental trial. The organization wished to 
know something about what that limit was goirg to be before 
they voted either for or against the approval of the prin- 
ciples of the plan. 

Dr. Brunk: We are not voting for the plan? 

The Speaker: We are not voting for the plan. You 
are only voting on the substitute motion, which was that 
the Committee be instructed and required to place the upper 
limit of income to $1,500. 

Dr. Brunk: TIT think I understand that. I would like to 
have some information when we are voting on the resolution. 

The Speaker: Those in favor say ‘“‘aye;’ opposed ‘‘no.” 
Carried. 

Now you are about to vote on the resolution. 
any further discussion? 

Dr. W. C. Ellet (Berrien): I am sorry to ask the same 
question that I asked this morning. I didn’t get the infor- 
mation I sought. That is, if this resolution of Dr. Biddle’s 
is accepted, does it authorize the Committee to go ahead 
after today and put this into effect, or experiment with 
it, and then report back; or does it mean that they have 
to wait until the September meeting before this can be put 
into effect? 

The Speaker: Dr. Sinai, or Dr. Marshall, will you answer 
that? 

Dr. N. Sinai: 


Is there 


It is in the resolution as read. 
The Speaker: The Secretary will read the resolution. 
The Secretary: A portion of the resolution: ‘That the 
House of Delegates of the Michigan State Medical Society 
approves general principles of the plan for Mutuat HEaLtH 








SERVICE and directs the Committee on Medical Economics to 
undertake the following efforts: 

a. The discussion of the plan with employers and em- 
ployees. 

b. The determination of the iegal status of MUTUAL 
HEALTH SERVICE and the necessary legal actions for 
the organization of MUTYAL HEALTH SERVICE. 

c. The preparation of the final detailed plan for MUTUAL 
HEALTH SERVICE and its presentation to the House of 
Delegates for final action. 

The question was called for. 

The Speaker: Are you now ready? 

Dr. F. J. O’Connell (Alpena): I would like to ask if 
this matter of the insurance is going to be publicized to the 
general press before contact is made with the industrialists, 
employers and employees. 

The Speaker: If I may be allowed to speak, that will be 
taken up at a later point, and the House will then decide 
what disposition they wish to make of the matter. 

Are you ready for the question? 

Dr. L. J. Gariepy (Wayne): Before we vote, I would 
like to know whether the Committee intends to use high 
pressure salesmanship in selling this plan to the employers, 
employees and the medical fraternity, or whether it is just 
going to be laid to them and get their reaction. 

Dr. W. H. Marshall: Gentlemen, I should like to state 
that this Committee has never tried’ high pressure salesman- 
ship on anything we have attempted to do. We have at- 
tempted to sell nothing. We have gone out to do as you 
told us to do, to get the facts. No member of my Com- 
mittee has yet tried to sell anything; neither do we intend 
to 

‘Dr. F. W. Garber, Sr. (Muskegon): I want to ask a 
question in regard to the salesmanship of this plan. If that 
is going to reside in the practitioners themselves, will they 
have to go out and obtain this, or will there be permission 
to commercialize the profession in that sort of way? Will 
there be a struggle on the part of men taking this plan up 
to get as many families as they can, or how will that be 
handled? If handled in the way I have just suggested. 
will that not make a great commercial struggle as between 
the members of a society or community? 

The Speaker: The Chair will ask Dr. Baker of Pontiac 
to answer that. He hasn’t said anything today. 

Dr. F. A. Baker: I don’t think it will be necessary for 
any competitive action on the part of doctors to follow, in- 
asmuch as the thing will necessarily be controlled by your 
own medical organization. Your county medical society will 
be your court, and your county medical society will un- 
doubtedly lick the thing. - It has been my experience that 
when medical men handle their own affairs they stoop 
over backward to see that it is done properly, and I think 
that might answer your question. 

The Speaker: Are there any further questions? 

The question was called for. 

The Speaker: You are voting on the adoption of the 
resolution. 

Dr. C. S. Ratigan (Wayne): I think on as important a 
matter as this it should be by roll call, and I ask for that 
vote. 

The onl bar Roll call has been asked for. 

Dr. S. Ratigan: Or a rising vote. 

The PR ag Did you wish to change that to a rising 
vote, or roll call? 

Dr. Ratigan: It doesn’t matter to me, particularly, but 
I do think on an important | question of this type just a 
mere affirmative vote of ‘‘yes” and ‘‘no,’’ depending on how 
loud the Yes’s can yell, would be a "hard vote to judge. 
It doesn’t matter much whether it is a roll call or a stand- 
ing vote. 

4 — Speaker: It is within the power of the assembly to 
ecide. 

Dr. Ratigan: I would like to hear some other sugges- 
tions, but I would like to see it either a roll call or a 
standing vote. 

Dr. E. C. Baumgarten (Wayne): I don’t think a roll 
call would be a bad thing. Some of our friends back home 
might want to know how we voted, and am_ perfectly 
ae to let them know how I voted. Let’s have a roll 
call. 

The Speaker: We will proceed to a roll call. 

The Secretary: Those favoring the adoption of the reso- 
lution will answer, “‘yes,’”’ and those opposed will say, ‘‘no.”’ 

The Secretary called the roll, with the result of the votes 
as listed below: 


Alpena County 

F. J. O’Connell Yes 
Barry County 

M. R. Kinde 
Bay-Arenac-Iosco 

Foster Yes 

Berrien 

W. C. Ellet No 
Branch (No delegate present) 
Calhoun 

C. S. Gorsline Yes 

A. T. Hafford Yes 
Cass 

W. C. McCutcheon No 
Chippewa-Mackinac 

(No delegate present) 


No answer 








Clinton 

G. H. Frace Yes 
Delta 

John W. Towey (Absent) 
Dickinson-Iron 

(No delegate present) 


Eaton 

A. G. Sheets Yes 
Genesee 

Frank Reeder Yes 

George Curry (Absent) 

Cc. F. Moll Yes 
Gogebic 


Michael A. Gertz (Absent) 
Grand Traverse-Leelanau 

E. B. Minor Yes 
Gratiot-Isabella-Clare 

J. Carney Yes 

Hillsdale 

A. E. Martindale (Absent) 
Houghton 

Wm. T. King (Absent) 
Huron-Sanilac 


W. D. Holdship Yes 

D. D. McNaughton Yes 
“po 

. Christian Yes 

Kart “Brucker Yes 
Tonia-Montcalm 

W. W. Norris Yes 
Jackson 

Phillip Riley Yes 

James O’Meara Yes 
Kalamazoo 

F. T. Andrews Yes 

L. V. Rogers (Absent) 

R. G. Cook Yes 

Charles Ten Houten Yes 
Kent 

A. V. Wenger Yes 

G. H. Southwick Yes 

J. D. Brook Yes 

Carl F. Snapp Yes 

Leon E. Sevey Yes 
Lapeer 

H. M. Best Yes 
Livingston 

Henry Huntington Yes 
Luce 

H. E. Perry Yes 
Macomb 

J. N. Scher Yes 
Manistee 

A. A. McKay Yes 
Marquette-Alger 

V. Vandeventer Yes 
Mason 

L. W. Switzer Yes 
Mecosta 

G. H. Yeo Yes 
Menominee 

(No delegate present) 
Midland 

Charles L. MacCallum (Absent) 
Monroe 

P. D. Amadon Yes 
Muskegon 


F. W. Garber, Sr. “On the understanding that 
this matter is to be referred 
to the next House of Dele- 
gates, I vote ‘Yes.’ ” 
Northern Michigan 


Fred Mayne Yes 
G. H. Wood (Aksent) 
Oakland 
C. T. Ekelund Yes 
R. H. Baker Yes 
Oceana 


Otsego-Montmorency, Crawford- 
Oscoda-Roscommon-Ogemaw 


Claude R. Keyport Yes 
Ontonagon 

E. J. Evans Yes 
Ottawa, 

A. E. Stickley Yes 
Saginaw 

k. M. Kempton Yes 

G. Harry Ferguson Yes 
Shiawassee 

I. W. Greene Yes 
St. Clair 

A. L. Callery No 
St. Josep 

A. Springer (Absent) 

Tri-County 

W. J. Smith Yes 
Tuscola 


Dr. Maurer (Absent) 

Washtenaw 
John Sundwall Yes 
John A. Wessinger Yes 
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Wayne 


H. W. Yates Yes 

W. D. Barrett Yes 

A. W. Blain (Absent) 

E. C. Baumgarten Yes 

A. P. Biddle Yes 

G. C. Penberthy Yes 

B. L. Connelly Yes 

E. D. Spalding Yes 

J. L. Chester No 

L. J. Gariepy No 

W. R. Clinton Yes 

C. F. Brunk No 

L. T. Henderson Yes 

C. K. Hasley Yes 

B. U. Estabrook Yes 

S. W. Insley Yes 

L. O. Geib No 

D. P. Foster Yes 

H. W. Pierce No 

V. L. Van Duzen Yes 

S. Ratigan No 
. E. Gould Yes 


The Secretary: 
looked ? 

Mr. Speaker, according to the parliamentary rules 
of order on a roll call, before the ballot is an- 
nounced the Secretary should reread the roll in 
order that each delegate who voted may know 
whether he has been properly recorded. Your Sec- 
retary will so read. 

The Secretary reread the roll call and his record 
of the votes cast, which was correct as read. 

The Secretary: Mr. Speaker, the vote is 61 “Yes” 
and 9 “No.” 

The Speaker: 
vote of 61 to 9. 

Does this assembly wish to give any instructions 
to its A. M. A. delegates? 


Has any delegate been over- 


The resolution is adopted by a 


INSTRUCTIONS TO A. M. A. DELEGATES 


Dr. E. D. Spalding (Wayne): I would like to 
present a resolution at this time with reference to 
the very remarkable report of the doctors wha went 
to England. I think if this had not been interjected 
into the discussion today there would have been an 
entirely different roll call. In discussing this mat- 
ter during lunch, I remarked that I came here to 
scoff and remained to pray. I certainly would have 
voted “No” if I hadn’t heard this remarkable re- 
port from England, because I had my own views 
on the matter. 

The resolution I am proposing is this: 

“WHEREAS, The House of Delegates of the Michi- 
gan State Medical Society has received important 
information concerning the problem of health in- 
surance; and 

“WHEREAS, This information raises many grave 
questions concerning the activities and the policies 
of American medicine toward health insurance; 
therefore, be it 

“RESOLVED, That the delegates of the Michigan 
State Medical Society to the American Medical As- 
sociation present the following resolution to the 
House of Delegates of the American Medical Asso- 
ciation at the meeting in Cleveland in June, 1934: 

“WHEREAS, There is substantial evidence that pow- 
erful forces and agencies are working toward the 
development of health insurance in the United 
States; and 

“Wuereas, During the course of its studies of 
medical economic problems the Michigan State Med- 
ical Society, after a conference with officials of the 
American Medical Association, found it necessary 
to send a commission to England to inquire into the 
subject of health insurance; and 

“WHEREAS, The commission presented the follow- 
ing report (Luce- Sinai report) ; and 

“Wuereas, The report of the commission raises 
certain grave questions concerning the policy of the 
oflicials of the American Medical Association to- 
ward health insurance and the effects of this policy 





upon the practicing membership of the American 
Medical Association; and 

“WHEREAS, The report of the commission was 
transmitted to the Chairman of the Board of Trus- 
tees of the American Medical Association in Feb- 
ruary, 1934; and 

“WHEREAS, The Michigan State Medical Society 
has received no official word nor has it any other 
evidence that the Board of Trustees of the Amer- 
ican Medical Association has considered or acted 
upon the report transmitted in February, 1934; 
therefore, be it 

“RESOLVED, That in order to avert a repetition in 
the United States of the disastrous consequences 
that attended the adoption of health insurance in 
England, the Speaker of the House of Delegates 
of the American Medical Association appoint a com- 
mittee to investigate and consider the policy of the 
Association toward health insurance and present a 
report to the House of Delegates.” 

I move the adoption of this resolution. 

The motion was supported by several. 

The Speaker: Is there any discussion? 


Dr. B. R. Corbus: It seems to me that this deserves a 

little bit of discussion. 

am very proud of the Economics Committee. I am 
very proud of Michigan, because I feel that Michigan has 
shown, in this last decade, a greater appreciation of the 
new social consciousness, which we have seen developing, 
than any other medical organization. 

We are a unit of the American Medical Association, and 
that must not be forgotten. The Executive Committee and 
your Chairman are very appreciative that this movement 
for the care of the people of small incomes, in a medical 
way, is a national movement, and that the voice of the 
profession, in handling a situation fraught with so much 
concern to the medical profession of this country, is to be 
found in the American Medical Association. 

It was because of this feeling that your Chairman called 
the meeting in Chicago for a discussion of tlie question 
as to whether we should or should not send these representa- 
tives abroad. We looked for help and advice from the 
American Medical Association, its employed officers. We 
thought there was, perhaps, information which they had 
which would be valuable to us and would not necessitate 
our sending these men to Europe. 

There was a feeling on the part of those who were inter- 
ested in studying this, the Economics Committee, that the 
American Medical Association, in its publications, was lean- 
ing well against any form of health insurance, and we 
wanted to know whether that was true. I must say that 
we got very little help from the American Medical Associa- 
tion at headquarters. 

I think it is fair to say that they are very fearful of any 
experiment. They are fearful of any unit of their organiza- 
tion taking a position which would involve the national pro- 
gram. They say they have a great fund of information, but 
they were not willing to give it to us at that time. 

So you have heard the report of the commission to 
England and their conclusions that representations have 
been made to us which were, perhaps it is fair to say, not 
unbiased. 

All this being so, the point is that it is our obligation, 
as a unit of the American Medical Association, to do our 
part to see that they take a more-active interest in this 
problem than they have heretofore taken, and that becomes 
the reason for this resolution. 

Two years ago the House of Delegates of the American 
Medical Association instructed, with some qualifications, the 
Board of Trustees to send representatives to England and 
to Europe for the study of health service as it was prac- 
ticed there. The Board of Trustees have seen fit not to 
make that investigation. It seems wise that some pressure 
shall be put upon them through the House of Delegates 
that they may take up the problem in a broad way and 
more vigorously than they have heretofore taken it up. 


The Speaker: Is there any further discussion? 

The question was called for. 

The Speaker: Those in favor of the adoption of 
the resolution say “aye”; those opposed say “no.” 
Carried unanimously. 

Are there any other resolutions? 


PUBLICITY 


Dr. I. W. Greene (Shiawassee): This House of 
Delegates has taken a rather remarkable and un- 
usual stand today. Sometimes it is said about the 


physician that he is ultra-conservative. We have 
been charged with being selfish and of hiding our- 
selves behind an old-fashioned system of ethics, 
and that we have no social conscience. 

We have taken a step today that shows we are 
willing to face these things. We have to find out 
what the reaction of the public is to this, and I 
think we can only find that out by letting them 
know what we have done, and then we will hear 
from them. 

I wish to offer this resolution: 

WHEREAS, The Committee on Economics recom- 
mends that general publicity be given to the plan 
for MutuALt HEALTH Services; therefore, be it 

Reso_vep, That on adjournment of this special 
session the Press Committee be authorized to give 
to the representatives of the press a summary of 
the actions recorded and a copy of the report 
of the Committee on Medical Economics related to 
this plan; and be it 

Reso_vep, That the Secretary be authorized to 
distribute copies of the report to inquiring individ- 
uals and to officers of medical organizations. 

I move the adoption of this resolution. 

Supported by several. 

The Speaker: Is there any discussion of the reso- 
lution as read? 


Dr. W. C. Ellet (Berrien): Can the Committee give us 
some idea of what form the publicity will take? 

Dr. B. R. Corbus: Mr. Speaker, as a member of the 
Committee we are here to listen to you as to what you feel 
should be incorporated in the statement. 

The Speaker: If you will allow me to read the resolu- 
tion again, it will possibly answer that: 

“That on adjournment of this special session the Press 
Committee be authorized to give to the representatives of 
the press a summary of the actions recorded and a copy of 
the report of the Committee on Medical Economics related 
to this plan; and be it 

“RESOLVED, That the Secretary be authorized to distribute 
copies of the report to inquiring individuals and to officers 
of medical organizations.” 

Dr. B. L. Connelly (Wayne): I would just like to stress 
the point again that in the information which is given to 
the press we emphasize the point that it is an experimental 
proposition. 

Dr. E. C. Baumgarten (Wayne): I don’t know whether 
it would be in order or not, but I suppose the automatic 
action of the Press Committee would be that all information 
given to the press be signed by all members of the com- 
mittee. 


The Speaker: Is there any further discussion? 
You are voting on the question of the adoption 
of this resolution. 

Those in favor say “aye” 
It is carried unanimously. 

Is there any other business? 


; those opposed say “no.” 


FINANCES 


Dr. Philip Riley (Jackson): Being a member of 
this committee, I have a resolution I would like to 
introduce here for further study. 

Wuereas, The House of Delegates of the Michi- 
gan State Medical Society has directed the Com- 
mittee on Medica! Economics to proceed with the 
development of an experiment in Mutua HEALTH 
SERVICE; and 

Wuereas, The present budget of the Committee 
on Medical Economics will only provide for the 
completion of the program adopted by the House 
of Delegates at its meeting in September, 1933; and 

Wuereas, The inauguration of the experiment in 
Mutvuav HEALTH SERVICE will entail the expenditure 
of additional funds; therefore, be it 

ReEsoL_vep, That the Committee on Medical Eco- 
nomics present a budget setting forth the costs of 
completing its study program and developing MuTUAL 
HEALTH SERVICE to the Executive Committee of the 
Michigan State Medical Society; and be it further 

ResoLveD, That the House of Delegates approve 
the acceptance by the Executive Committee of finan- 


cial support or assistance from any source or 
sources, provided, however, that such acceptance of 
funds or assistance shall not entail any change in 
the program adopted by the House of Delegates. 
I move its adoption. 
Supported by several. 


The Speaker: Is there any discussion? If there 
is no discussion, those in favor say “aye”; those 
opposed say “no.” Carried unanimously. 

Is there any further business? 

Dr. S. E. Gould (Wayne): I feel that this as- 
sembly here this afternoon is rather unique. It 
seems to me not only unique so far as the delib- 
erations of the delegates of the Michigan State 
Medical Society are concerned, but I feel it must 
be unique as to the deliberations of any similar 
group in this country. 

I think today we have made history. I think to- 
day the assembly here has started on something 
that is distinctly to the credit of the medical pro- 
fession. I think up to the present time we have 
been backsliding. We have been afraid to do the 
thing that deep down in our hearts we felt was 
the thing to do. I think perhaps that is because 
we have been poor business men rather than be- 
cause we haven’t wanted to do the right thing. But 
I think we have started on something that is going 
to certainly reflect credit on the profession. I don’t 
mean the adoption of such a plan. I mean finding 
out more about it; our attitude in going about this 
problem. 

I think, further than that (and this is important), 
that the deliberations and the actions and the find- 
ings of the Medical Economics Committee and the 
commission are certainly to be commended. I think 
they are to be congratulated, even at the present 
time, for having done a very fine bit of work. 

Dr. W. Joe Smith (Wexford): I would like to 
know before we adjourn, if that is what you are 
getting ready for, what you expect us to go back 
to our societies and tell them regarding this meet- 
ing, as far as the experiment to be tried is con- 
cerned. Do you want us to go back and talk to 
our men and send some word to this committee 
that we would like to try it in our county, with 
your approval, or what do you expect us to do 
along that line? 

The Speaker: If you will allow the Chair to 
answer that, I will say go back and tell them every- 
thing. Put the cards on the table. 

Dr. Smith: That isn’t exactly what I mean. We 
will tell them everything. That is going to be in 
the paper. 

Your motion said that the Secretary would send 
out some reprints of this meeting to all the mem- 
bers and to anyone who may ask for it, so it will 
probably all be in the paper. 

What I want to know is how you are going to 
determine where you are going to start this ball 
rolling. Do you want some suggestions from our 
local societies in regard to that or not? 

The Speaker: The Chair would be under the im- 
pression that that part is up to the committee. The 
committee must instigate and proceed with their 
work as outlined. 

Dr. S. WW. Insley (Wayne): I understood the 
motion in the first place to state that nothing was 
to be done as far as the setting up of an organiza- 
— following our next meeting. Am I cor- 
rect! 


The Secretary: Absolutely. 

Dr. Insley: I don’t see the point of some of the 
remarks. 

Dr. Charles Ten Houten (Kalamazoo): I move 
that the House give the committe a vote of thanks 
for work well done, and give the committee a stand- 
ing vote of confidence. 
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The motion was regularly supported. 

The Speaker: Motion has been made and sup- 
ported that the Economics Committee be given a 
standing vote of appreciation and confidence for 
their work. Those in favor arise. 

The motion was unanimously carried by a rising 
vote. 

Dr. H. W. Peirce (Wayne): I would like to 
move, Mr. Chairman, that we extend to Genesee 
County our sincere thanks and appreciation for their 
entertainment today, and for the use of this fine 
auditorium for our meeting, 

The motion was regularly supported. 


The Speaker: It has been moved and supported 
that we extend our thanks and appreciation to the 
Genesee County for their entertainment and the use 
of this auditorium. 

Those in favor say “aye”; those opposed say “no,” 
It is carried. 

The meeting adjourned at three-ten o'clock. 


I certify that the foregoing record is an unedited 
transcript of the stenographer’s minutes. 


Lae fee WARNSHUIS, 
Secretary. 





